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Following determination 
of basal secretion, 
intragastric pH was 
determined 
by means of frequent 
readings over a 
two-hour period. 


Data based on pH measurements in 11 patients with peptic ulcer! 


neutralization 
semen is much 


with standard 


faster and 
twice 

as long 
with 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce “‘acid rebound” or aikalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 


NewYork 18,N.¥. peptic ulcerm gastritis= gastric hyperacidity 
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1961 ADVERTISEMENTS I 


FURNITURE, SCIENTIFIC EQUIPMENT, INSTRUMENTS, LABORATORY 
EQUIPMENT AND SUPPLIES, ORTHOPAEDIC APPLIANCES, FRACTURE 
EQUIPMENT, SPLINTS AND SUPPLIES. 


Whenever you need a more detailed electrocardiogram you 
switch the EK-111 from the standard 25mm per second to 
50mm. This double speed enlarges horizonial dimensions of F 
the record and rapid deflections can be more easily studied. H 
In effect you have a “close-up”. 


Weight of the unit is just 22/2 Ibs., yet the EK-111 uses 
easy-to-read standard-size record paper. 


The EK-111 top-loading paper-drive eliminates tedious 
threading. Newly designed galvanometer and rigid single- 
tube stylus insures even greater record clarity and accuracy. 


Why not write for descriptive material, or ask our repre- 
sentative for a demonstration of this NEW BURDICK? 


We are proud to present this NEW Dual-Speed EK-111, 
BURDICK dual-speed EK-111 and invite your inspection. 


Distributors of KNOWN BRANDS of PROVEN QUALITY 
WINCHESTER 
“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Company Winchester - Ritch Surgical Company 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
park of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
Southern Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M. D. Medical Director 
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NEW UNEXCELLED TASTE © 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp va. 


| 


five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranguilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


NO 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets, 
Also as — 400 mg. wamarked, coated tablets; and 

as MEPROSPAN® — 400 mg. and 200 mg. continuous release Capsules, 


af WALLACE LABORATORIES / Cranbury, N. J. 


3 ay 
= 
>| 
4 
— 
4 
5 
Cm-2837 @TRALL- MARR 
ee 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 


kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 


ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 

has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
both pain and tension.” Second, phenacetin: dicting. It reduces pain perception without im- 


a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.” 


NEW NONNARCOTIC ANALGESIC 


® Composition: Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (ompound : codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 44 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 12 grain. 
Composition: Same as Soma Compound plus 4 grain codeine phosphate. 


Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 


Menus and Recipe Book 


A new, authoritative patient-aid .. . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20°% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) ......... 0.3-0.5% 


Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 
The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients, 


ADDRESS. 


CITY. ZONE STATE. 
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RIGHT AWAY 


(|| LABORATORIES 
New York 18, N. Y. 

® 
NEO-SYNEPHRINE 


(Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


COLDS AND SINUSITIS— 
THE RIGHT AMOUNT SPACE” 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
4% to 1%; and in aromatic solution and water 
soluble jelly. 
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ANNOUNCING— 
SPECIFIGALLY FOR 
INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


UNIQUE--BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICGILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


™® 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


OrriciAL PACKAGE CircULAR 
November. 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


For Injection 
DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins, 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococet and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN, Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 

Intramuscular route: The usual adult dose is | Gm, every “ or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: | Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STapHcILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the result. of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTIPUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 

For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 

*7 his statement supersedes that in the Official Package Circulars dated September and/or October, 1960, 
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OrrictAL PACKAGE CircULAR (continued) 


VICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 meg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase, STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg. ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


\s shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
hut its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions. e.g.. itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind, Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase. parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V. 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES «SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 


INITIALLY 
AFTER 80 MINUTES 


PENICILLIN G 
PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 


cifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
lure of staphylococcal infections to respond to penicillin therapy is attributed to 


FOR INJECTION 


icillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


other penicillins: 


PHCILLIN is effective because it retains its antibacterial activity despite the pres- 


staphylococcal penicillinase. 


clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
variety of infections due to “resistant” staphylococci, many of which were serious 


threatening. 


er penicillins: 
PHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
irritation at the injection site is comparable to that following the injection of 


n G. In occasional cases, typical penicillin reactions may be experienced. 


ESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
iformation on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
nal information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 
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SYNCILLIN 
250 mg. t.i.d. 


ACUTE BRONCHITIS 


H.F. 45-year-old white female. First seen on 
Aug. 24, 1959 with acute bronchitis of 3 days' 
duration. Culture of the sputum revealed alpha 


_hemolytiec streptococci. A 250 mg. SYNCILLIN 


tablet was administered 3 times daily. Another 
sputum culture taken on Aug. 27 showed no growth. 
On Aug. 30, the patient appeared much improved 


and SYNCILLIN was discontinued.” 
case summary 


Bristol Laboratories Recovery uneventful. 


Medical 
THE ORI GINAL phenethicilin 


(phenoxyethyl penicillin potassium) 
FIRST SYNTHESIZED AND MADE AVATLABLE BY BRISTOL LABORATORIES 


A dosage form to meet the individual requirements of patients of all ages in home, office, clin 


Syncillin Tablets —250 mg. (400,000 units). |, Syncillin Tablets — 125 mg. (200,000 units 
_ Syncillin for Oral Solution — 60 ml. bottles — when reconstituted, 125 mg. (200,000 units) per 5 
- Syncillin Pediatric Drops — 1. 5 Gm. bottles. Calibrated dropper delivers 125 mg. — units) 
; —* Streptococcal infections should be treated for at least 10 days to prevent 
and as prophylaxis against. bacterial in 


Complete nfermation on BRISTOL LABORATORIES, I 


circular accompagying gach package. 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMINE 


SINUS, NASAL, UPPER. RESPIRATORY 


PASSAGES 


COVANAMINE’S combination of two antihistamines and two 
decongestants—shrinks swollen turbinates—opens blocked 
ostia— promotes drainage —reestablishes patency—in the 
treatment of common colds, rhinitis, sinusitis, nasal allergies 
and post nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE’S 
Sustained Action Tablets which meter out the active ingredi- 
ents ... with minimal side effects, less drowsiness. 


Also available as Black Cherry Flavored COVANAMINE 
LIQUID; COVANAMINE EXPECTORANT provides the liquid 
formula plus glyceryl guaiacolate. 


Each Sustained Action (continuous release) COVANAMINE tablet contains: 
phenylephrine HCI 15 mg., phenylpropanolamine HCI 25 mg., Chlorpheniramine 
maleate 4 mg., and pyrilamine maleate 25 mg. 

COVANAMINE LIQUID provides % the tablet formula in eaci: 5 mi. teaspoon. 
COVANAMINE EXPECTORANT provides the liquid formula plus glyceryl! guaiaco- 
late 100 mg. per teaspoon. 

Dosage: Tablets: Adults—1 tablet (swallowed without chewing) morning, mid-after- 
noon and at bedtime; Children, 6 to 12 years—% tablet. Liquid and é pectorant: 
Adults—2 teaspoonfuls every four hours. Children 6 to 12 years—1 teaspoonful 
every four hours; 1 to 6 years—% teaspoonful every four hours; under 1 year— 
Y% teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


LABORATORY J | 
PROCEDURES 
RE INDICATED IN 
DIABETICS WITH | 
URINARY TRACT | 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


BRAND Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing —especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” With the new Graphic Analysis Record included in the CLINITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. quae 
¢ motivates patient cooperation through everyday use of Analysis Record 

e reveals at a glance day-to-day trends and degree of control AM ES 
¢ provides a standardized color scale with a complete range in the familiar blue-to. COMPANY, INC 


Elkhart « Indiana 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


..testforketonuria AGETEST® KETOSTIX® 


for patient and physician USE =. Reagent Tablets Reagent Strips 
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relieves cough and assoclated symptoms 
in 15-20 minutes » effective for 6 hours or 


longer # promotes expectoration rarely 
constipales = agreeably cherry-flavored 

Each tea aspoonful (5 cc.) of Syrup contains: 

(Warning: May be habit-forming) 6.5 mg. 

‘Pyrilamine Maleate . 

Phenylephrine Hydrochloride 


Syru Ammonium Chloride . : 
Sodium Citrate. . 85 mg. 
Average adult dose: One teaspoonful after meals and at 


E ee Rx FOR COUGH CONTROL bedtime, May be habit-forming. Federal law permits ee 


qugh sedative / antihistamine — Literature on request 7 
scongestant expectorant Endo Richmond Hill 18, New York 
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ALLAY ANXIETY... PROMOTE VASODILATICN 


* 


this: GA 


GARTRAX REDUCES “LENGTH, SEVERITY AND 


vit 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy... as judged both by subjective 
reports and by reduced nitroglycerin requirements. 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


CARTRAX 


t ®@tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 

PETN + ATARAX tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
times daily. For dosage flexibility, CARTRAX “20” 

(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal — yew york 17, N.Y 
response. For convenience, write “CARTRAX IO” or “CARTRAX 20.” As with ail nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: in bottles of 100. Prescription only. Science for the World's Well-Being™ 
Tt pentaerythritol tetranitrate brand of hydroxyzine 
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When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


® 


Consistent dependable therapeutic response ae 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 
stituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 
® 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
* the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 ce.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 

Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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Wiis proof of the Patrician “200” 


is in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. “Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and _ clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


NORTH CAROLINA 
Direct Factory Branch 


CHARLOTTE 
1140 Elizabeth Avenue 
FR 6-1531 
Resident Representatives 
WILSON WINSTON-SALEM 
A. L. Harvey N. E. Bolick 


1501 Branch St. — Phone 23 7-2440 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes — everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


1218 Miller St. — Phone PArk 4-5864 
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FULL HOURS OF 
SULFA THERAPY 
with only | DOSE 


The original Lipo-Sulfa formula* 
with sustained release action 


COLAZINE SPENSOID is a long acting combination 
of the four most useful sulfonamides. 
Provides rapid initial absorption. 
Effective blood Jevels. 
High urinary solubility. 
Very low toxicity. 


QUICK 
ABSORPTION 


Each Teaspoonful (5 cc.) contains: SAF ER, LONGER 
Sulfadiazine 0.125 Gm., LESS TOXIC ACTING 
Sulfamerazine 0.125 Gm., 
Sulfamethazine 0.125 Gm., 
Sulfacetamide 0.125 Gm., 
in a tasty cola flavored suspension. 


CONVENIENT 
b.id. DOSAGE 


DOSAGE: Children—1 teaspoonful (5 cc.) 
for each 10 Ibs. of body weight 
(up to 80 Ibs.) followed by one-half 


initial dose every 12 hours. HIGHER 
Adults—2 or 3 tablespoonfuls BLOOD 
(30 to 45 cc.) followed by one-half LEVELS 


initial dose every 12 hours. 


MAIL THIS HANDY REQUEST CARD FOR 
SAMPLES AND LITERATURE 


COLAZINE SPENSOID is 
available in bottles of 16 oz. 


SAMPLES AND LITERATURE 
ON REQUEST 


Please send literature and professional samples as 
indicated. 
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! [] COLAZINE SPENSOID the b.i.d. sulfa 
L] NOVA-TUSSA For Coughs and Colds 
| 

| 
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WINSTON-SALEM I, 
NORTH CAROLINA 


Spoon courtesy of The International Silver Company 


*Patent 2867565 
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FAST 
PLEASANT 
WAY TO 


WORKS BETTER! TASTES BEST! 


ANTITUSSIVE 
EXPECTORANT 
DECONGESTANT 
ANTIHISTAMINIC 


NOVA-TUSSA promptly checks coughs due 
to colds, bronchitis, allergies and other 
_ symptoms of upper respiratory infection. 


; Each fl. oz. (30 cc) contains: dihydrocodeinone bitar- 
Ideally suited for patients of all ages. trate 10 mg. (Warning. May be habit forming.), phen- 


iramine maleate 30 mg., pyrilamine maleate 30 mg., 
phenylephrine hydrochloride 30 mg., potassium 
guaiacolsulfonate 500 mg. Exempt Narcotic. Easy to 
take delicious cherry flavor. 


Doses: Adults, 2 teaspoonfuls every 4-6 hours. 
Children over six 1 teaspoonful; 1-6 years 
Y2 to 1 teaspoonful according to age. Do not 
repeat more than 4 times in 24 hrs. 


Supply: NOVA-TUSSA in bottles of 1 pint and 1 gallon. 


MAIL CARD FOR PROFESSIONAL. 
SAMPLES AND LITERATURE. 


BUSINESS REPLY CARD 


FIRST CLASS PERMIT No. 290, Sec. 34.9, P. L. & R. 
WINSTON-SALEM, N. C. 


Drug Specialties, Inc. 
P. O. BOX 830 
WINSTON-SALEM. N. C. 


j 
Senate d Other Cold Symptoms 
and 
SYRUP 
Postage \ Semel 
‘ Will be Paid Necessary aa 
by if Mailed in the 
Addressee / United States 
DRUG 
“Dedicated To Serving The Southern Physician’ 3 


January, 1961 ADVERTISEMENTS 


1% Grs 
FLAVORED. 


are probably medications which a 
special favorites: of 


Physicians, through ever inéreasing recomme 
“dation, have long their c GRIP-TIGHT ( 
Children’s 


You can depend on ayer Asp 
: + for it has been conscientiously formulated | to be’ 
_ the’best tasting aspirin ever made and to dive up 
to the Bayer family tradition of providing the finest 
aspirin the world has ever known. 


Bayer r Aspirin for 
_ tablets Supplied in bottles 


e We welcome your requests for samples on Bayer 


4 
Living up to” 
Aspirin, the world's first aspirin. Greater Protection - 
And like Bayer Aspirin, Bayer Aspirin for Chile 
dren is quality controlled. No other maker submits. 4 
aspirin to such thorough quality controls as does 
Bayer. This assures uniform excellence in both 
* igo CHILDREN i 
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TERFONYL 


Squibb Triple Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


* specificity for a wide range of organisms «+ superinfection rarely 
encountered + soluble in urine through entire physiologic pH range 
* minimal disturbance of intestinal flora + excellent diffusion through- 
out tissues * readily crosses blood-brain barrier * sustained 
therapeutic blood levels * extremely low incidence of sensitization 


SUPPLY: Tablets, gm. Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


“TERFONYL’® 18 A SQUIBE TRADEMARK 


2 more and more physicians are prescribing this triple sulfa J 
SquisB 


‘rif youre 
treating 

a coccal 

infection... 

yOu Catt t preserve 

effective than 


ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


ofize7 


more 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as. Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 
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HIGHLAND HOSPITAL, INC. 


Founded In 1904 


ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 


non-resident care. 


R. CHARMAN CARROLL, M.D. 
Medical Director 


ROBERT L. CRAIG, M.D. 
Associate Medical Director 


JOHN D. PATTON, M.D. 


Clinical Director 


Doctor 


=~ 1S the EMBLEM of sound experience in SERVICE 


the SYMBOL of ASSURANCE OF ETHICAL 
nublic relations minded handling of your accounts 


receivable and collection problems. 


to the professional offices. 


a WS the MARK of a complete PROFESSIONAL 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C. 

Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 
2041/2 W. Morehead, Library Building 
P. O. Box tw 4 

Reidsville, N. C. 

Phone Dickens 9-4325 


MEDICAL - DENTAL CREDIT BUREAU 
310 N. Main Street 

High Point, N. C. 

Phone 88 3-1955 


MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 
Wilmington, N. C. 
Phone ROger 3-5191 


MEDICAL - DENTAL CREDIT BUREAU 
212 West Gaston Street 
Greensboro, N. C. 

Phone BRoadway 3-8255 


MEDICAL - DENTAL CREDIT BUREAU 
220 East 


Lumberton, 
Phone REdheld $3283 


MEDICAL - DENTAL CREDIT BUREAU, INC 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 


THE MEDICAL - DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Al 

Phone Alpine 3-7378 
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PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 


para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


For steroid or non-steroid therapy: SAFE 


For the patient who does not require steroids 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


N 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium Salicylate ...........0s000+ 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 
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1S INDICATED.... 


K-CILLIN * 
500 


Bar), 000 
tahlerro: tains 500,00" 

tystalline Penicithe © 


K-CILLIN-500 

for SYRUP 
Composition: Crystalline Penicillin G Potassium 
powder, buffered with Sodium Citrate. When dis- 
pensed, add 39 cc. water. Resulting red solution 
will contain 500,000 units Penicillin G Potassium 
in each teaspoonful (5cc.). Solution will keep one 
week under refrigeration. Dry powder dated. 


Dosage: One teaspoonful every six hours. NOT 
FOR INJECTION. Caution: Federal law prohibits 
dispensing without prescription. 


Supplied: 60 cc. Bottles. 


References: Drugs, Their Nature, Action and Use; 
H. Beckman, M.D., 1958; Pg. 502, 504, 505. 


LITERATURE and CATALOG 


ON REQUEST 


Mayrand, ING. 


PHARMACEUTICALS 


WHEN ORAL PENICILLIN THERAPY 


K-CILLIN 


K-CILLIN-500 


TABLETS 


Composition: Compressed tablets of Penicillin G 
Potassium, buffered with Calcium Carbonate. Each 
tablet contains 500,000 units of crystalline Peni- 
cillin G Potassium. 

Uses: In mild or moderately severe Gram-positive 
infections and especially penicillin-resistant sta- 
phylococcic infections. Usually well tolerated with 
few if any side effects. 

Dosage: One tablet every four to six hours. 
Caution: Federal law prohibits dispensing without 
prescription. 

Supplied: Bottles of 100 and 1000. 

Also Available K-CILLIN 250 — As above except 
each tablet contains 250,000 units crystalline 
Penicillin G Potassium. 

References: Drugs of Choice: W. Modell, M.D., 
1959; Pg. 131, 132. 


1042 WESTSIDE DRIVE 
GREENSBORO, N. C. 
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NEW 


the diagnosis and treatment of 


DEPRESSIONS im private practice 


Prepared and narrated by S. Bernard Wortis, M.D., Dean of the School of Medicine 
and Post-Graduate Medical School, Chairman and Professor of the Department of 
Neurology and Psychiatry, New York University Medical Center 


This timely teaching film is now available for 
showing to interested professional groups. 

The film describes and illustrates the signs of 
depressions commonly seen in general medical 
practice, and outlines suggested plans of treatment 
by the family physician. Suggestions are given on 
methods of handling suicide risk, referral, treat- 
ment in consultation, and hospitalization. 


The film is black and white, sound-on-film, runs 
about 20 minutes and contains no commercial 
material. 

To arrange for a group showing, please write 
the date you wish to show the film (list alternate 
dates, if possible) and the number of physicians 
expected to attend. 

Mail your request to: 


Professional Services Dept. 
WALLACE LABORATORIES 
Cranbury, N. J. 


WALLACE LABORATORIES /Cranbury, N. J. / producers of Deprol® 
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an antibiotic improvement 
designed to provide 
greater therapeutic effectiveness 


> 


(propionyl! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown2. to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm. A, (Scient. Ed.), 48620, 1959. Lilly 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4, Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


QUALITY / RESEARCH /imTEGRITY 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


032644 
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Scientific Progress Is Spelled A.M. A. 


LEONARD LARSON, M.D.* 


BisMARCK, NorTH DAKOTA 


Ours is an age of wonders. Ours is an 
age that needs no adjectives to describe it. 
Without doubt, our civilization, our culture 
and our knowledge have far surpassed any 
previous high points in history. But unlike 
Voltaire’s Professor Pangloss, I by no means 
feel that “all’s for the best in this best of 
all possible worlds.” We have progressed 
beyond man’s previous efforts in almost 
every aspect of life. Or if we have not pro- 
gressed, we now possess the power to do 
so. We have achieved much, but we certain- 
ly cannot settle back thinking that no fur- 
ther progress is possible. The threat of nu- 
clear annihilation is still a serious one. 
Man’s relations with his fellow man still 
show streaks of savagery and brutality. 
Cancer and heart disease still take a heavy 
toll of human lives. And perhaps the worst 
commentary on our present-day enlighten- 
ed civilization is that thousands die unneces- 
sarily each year on the nation’s highways. 

But of course the progress of man and 
his mind is much more delightful to con- 
template. Science has delved into the earliest 
history of the world, investigating the ori- 
gins of life and the descent of the human 
species. Within the last few months, a major 
epoch in the science of astronomy was reach- 
ed with the opening of the observatory-re- 
ceiving center at Green Bank, West Vir- 
ginia—designed to draw evidence of the 
possibility that life, intelligent life, exists 
elsewhere in the cosmos. To me, this repre- 


Delivered before the Raleigh Rotary Club, Raleigh, 
North Carolina, May 9, 1960. 

*Chairman, Board of Trustees, American Medical As- 
sociation. 


sents one of the most important scientific 
steps in our century. It is far more than a 
page from a Buck Rogers comic book, but 
rather represents the serious belief of in- 
telligent scientists that intelligent life is 
quite possible in other galaxies. 

But I do not want to wander too far from 
the subject I am most interested in—medical 
progress, the ultimate defeat of disease and 
suffering, and the better health of everyone 
—these are the goals of the organization I 
represent, the American Medical Associa- 
tion. 


Purposes and Functions of the A.M.A. 


What is the American Medical Associa- 
tion? 

What does it do for the public and for the 
physician? 

These are questions a great many persons 
ask; too few can give the correct answers. 
Too seldom do I have the opportunity or 
the time to explain the workings and pur- 
poses of the A.M.A. Today I want to give 
you some idea of the American Medical As- 
sociation. 

A Vehicle for Better Health 


Let me begin by comparing the A.M.A. 
to an omnibus. By definition an omnibus is 
a vehicle designed to carry or serve a large 
number of passengers. It stops everywhere; 
it serves everyone. The A.M.A. is similar in 
many ways. As a vehicle for the promotion 
of better health, it serves all Americans. It 
does everything it can to help people with 
their health and medical problems. 

Yet its service is even greater than the 
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usual omnibus. It does not travel only one 
specific route, but travels every sound med- 
ical and health route. As the A.M.A. omni- 
bus daily travels the highways und byways 
to better health for all Americans, it pro- 
vides many things for many individuals: 

—At the industrial plant A.M.A. and its 
Council on Occupational Health assist in the 
reduction of industrial accidents and diseas- 
es. 

—At the drug store the A.M.A. and its 
Council on Drugs aid the druggist by pro- 
viding reports on the reliability, proven 
therapeutic value, and limitations of drugs. 

—At the newspaper office the A.M.A. aids 
in the preparation of factual health articles 
and cooperates in the development of press 
codes with the doctors in the community. 

—At the school the A.M.A. touches the 
lives of almost every child through its work 
with the National Education Association on 
school health and nutrition, including school 
lunch programs. 

—At the grocery store and the bakery 
the A.M.A. is associated directly or indirect- 
iy with the health and nutritional standards 
of food. 

—Police and fire departments know the 
A.M.A. for its help in curbing accidental 
poisoning and in probing the medical as- 
pects of crash injuries. 

—The lawyer is acquainted with the 
A.M.A., for the two professions are working 
together for the proper preparation and use 
of the medical witness, the adoption of in- 
terprofessional codes of understanding, and 
the answering of the baffling questions of 
narcotic addiction. 

—Even the insurance man sees the work 
of the A.M.A., which for many years has 
been encouraging the development of volun- 
tary prepaid health insurance plans. 

And so it goes—from infancy to old age, 
from work to recreation, and from food to 
drugs—the A.M.A. plays a daily role in pro- 
moting and maintaining the health of all 
Americans. 


Achievements of the Past Year 


Last year the American Medical Associa- 
tion undertook scores of projects in the pub- 
lic interest. It fought for certain principles, 
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ideas, and causes. It waged nationwide cam- 
paigns for the better health of all Ameri- 
cans. 

Last year, for example, the American 
Medical Association: 

—Warned the public about the dangers of 
plastic bags. 

—Waged a heavy attack on food fads, on 
weight reduction products and methods, 
and on nutrition and cancer quacks. 

—Opposed compulsory retirement and 
job discrimination because of age. Urged a 
nationwide campaign of jobs for the aged. 

—Continued its 1958 efforts to have 
everyone under 40 inoculated with the Salk 
vaccine. 

—Encouraged the development of dozens 
of new health insurance plans to cover the 
nation’s elderly citizens. 

—Exposed the dangers of the use of am- 
phetamines—or “pep pills’—in athletics. 
Initiated a program to reduce injuries in 
school athletics. 

In schools, factories, urban and rural 
areas, hospitals, medical schools and physi- 
cians’ offices the A.M.A. continued dissemi- 
nating health information and striving for 
better he: th in America. 

We wor: 2d in such fields as aging, foods 
and nutrition, hypnosis, cancer, mental 
health, heart disease, household poisons, 
physician placement, maternal child care, 
rehabilitation, national defense, and nursing 
homes. 

Without a doubt, our greatest ally in pro- 
viding this medical and health information 
to the public was the nation’s newspapers. 
Through the cooperation of the press—and 
I must include radio and television—our As- 
sociation was able to propagate health edu- 
cation throughout the nation. 


Correcting Misconceptions About the A.M.A. 


As you know, our Association occasional- 
ly has been criticized for being too conserva- 
tive. 

I make no apologies for our conservative 
attitude and approach to many issues. Phy- 
sicians by professional training are conserva- 
tive. We deal with human lives and human 
health, and must stick with the “tried and 
true” methods in most instances. 
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Let me make one thing clear, however. 
The American Medical Association definite- 
ly does not oppose change; indeed, it wel- 
comes change if the new is better than the 
old. But let’s hear an objective viewpoint 
on this subject. Not long ago, Julian DeVries 
—a newspaper columnist for the Arizona 
Republic — devoted a column to refuting 
popular misconceptions about the A.M.A. 
These are his words: 

Long have we been informed, by word of 
mouth and by epistle, that the aforementioned 
A.M.A. is a right little, tight litthe union which 
can do no wrong, and which controls not only 
the practice of medicine in these United States, 
but those who practice it, as well. This, to be 
as charitable about it as truth will permit, is 
a complete, utter and unsubstantiated false- 
hood. 

The American Medical Association controls 
no one and no thing. It investigates. It estab- 
lishes standards. It recommends. But it does 
not order. It does not dictate. It does not raise 
as much as an eyebrow in restraint. It is com- 
pletely at the service of the doctor and, 
through him, his patients. 

Later in his column, the writer deflates 
the claims of quacks that the A.M.A. sup- 
presses their marvellous wonder cures. 
“Stuff and nonsense,” he writes. “The 
A.M.A. couldn’t suppress as much as a 
sneeze, even if it wanted to, and it doesn’t 
want to.” It certainly is refreshing to read 
such a different newspaper column! 


Another item to note well is that the 
American Medical Association is neither a 
do-nothing nor an apathetic organization. It 
is busy every day of the year in hundreds 
of projects for the public, for medical science 
and for physicians. We are continuing to 
develop programs that will benefit the 
American public, especially in the problem 
areas of medicine and health. 

One of these is medical care costs. 

The American public, and rightly so, has 
an intense interest in the costs of medical 
care. These costs involve people’s lives, 
health, and pocketbooks. But the mass of 
written and spoken words frequently pro- 
duces confusion and misinterpretation in 
the field of medical economics. Quick and 
easy information—sometimes erroneous in- 
formation—is available from persons who 
may be adept at statistics, but who lack a 
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thorough knowledge of all the medical and 
human elements that go into health care. 

All this exposes a basic philosophy which 
is extremely difficult to combat. No one 
wants to be ill, and no one wants to think 
of being ill. Therefore, it is distasteful to 
pay for the costs of getting sick. There is 
nothing more desirable than to admire a 
fine TV set, a new car, an expensive suit 
of clothes; there is nothing to enjoy like a 
gay party, a theatre, or a sports event. The 
motivation is quite different when it comes 
to meeting the expenses of illness. It cer- 
tainly is more fun to buy a TV set or a new 
car than to pay a doctor’s fee or a hospital 
bill. 

Yet, when people get sick they demand— 
and get—the finest medical and hospital 
care in the world. And good medical care 
is costly—there is no way of getting around 
it. Actually, the cost of medical care may be 
higher in terms of dollars than it used to be, 
but the same applies to everything else. 

From the public’s standpoint, the big dif- 
ference is that it receives a vastly superior 
product, medically, than it did 20 years 
ago. That it is superior is testified by the 
tables for life expectancy. In 1920 newborn 
babies could expect to live 55 or 60 years. 
Today the average life expectancy is 70 
years. 

Are hospital bills, and doctors’ bills, and 
drug bills too high? Is the price of meat, or 
haircuts. or automobiles too high? Are 
stocks too high or any other commodity or 
service too high? 

The people of the United States have an 
automatic, built-in deterrent when some- 
thing becomes too high. When it really is 
too high we stop buying it and the price 
drops in the face of competition. 

Certainly this is true in the field of medi- 
cine—for any physician can easily price 
himself out of the market for his services. If 
the doctor wants $300 for an operation that 
an equally good man will do for $200, he 
soon finds that the laws of economics apply 
very swiftly. And the same applies to the 
price for house visits, consultations and on 
and on. 

Is the cost of health care too high? By all 
economic yardsticks it is not—not while 
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more and more people buy more and more 
insurance for more premiums to pay their 
bills for illness, not while people demand 
more and more services from hospitals and 
will pay for them, and not while patients 
demand more and better care from their 
physicians and will pay for this improved 
service. 


A Better Product 


Ironically, the success of medical advanc- 
es is one of the main causes of higher medi- 
cal bills for many families. Tens of thous- 
ands of people are alive and able to work 
because doctors now prevent or successfully 
treat such things as pneumonia, polio, tuber- 
culosis, heart ailments, and other ills which 
were once fatal. But, as a direct result, more 
and more people are living on into a time 
of life when long and costly illnesses are 
likely to occur. 

Basically, the rising cost of care can be 
traced to relatively new elements—new 
drugs, improved techniques, materials and 
equipment. Also there are the salaries of 
specialists and technicians skilled in only 
recently developed fields, with the result 
that the whole medical package now is big- 
ger, better—and more expensive. 

The problem is to try to find a way to 
keep medical bills from becoming an im- 
possible burden, without halting the pro- 
gress of medical science. It is easier now to 
keep from getting ill, to recover more quick- 
ly once illness hits, and to maintain your 
health after you regain it. But the discover- 
ies that make it possible cost money, so the 
cost of getting sick—and getting well again 
—keeps going up. 


Commission to Study Medical Costs 


To learn where economies may be achiev- 
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ed, the American Medical Association re- 
cently announced the formation of a com- 
mission to study the cost of medical care. 
Backed by an initial A.M.A. grant of $100,- 
000 this commission will analyze the cost 
picture from every angle. The A.M.A. is 
tackling the cost problem to help people bet- 
ter meet their obligations when _ illness 
strikes, and also to help clarify the confus- 
ion that exists about such costs. The Com- 
mission will study all medical costs, drug 
expenditures, and health insurance prem- 
iums. I consider the creation of this com- 
mission by the A.M.A. as further tangible 
evidence of medicine’s sincere regard for 
the most important individual—the patient 
—and his well-being. 


Conclusion 


As you see, the A.M.A. omnibus travels 
far and wide to help you and all Americans 
with health and medical problems. I have 
described only a few of the hundreds of 
A.M.A. services. I could go on and on. 


I could tell you about our promotion of 
science fairs for high school students; our 
studies of aging, alcoholism, mental health 
and rehabilitation; our inquiries in the new 
fields of aviation, atomic and space medi- 
cine; our efforts to train more and more 
students for medical and allied careers, or 
our enormous work with medical schools 
and hospitals and in the fields of nutritional, 
mechanical and cancer quackery. 


As a physician I am proud of the Ameri- 
can Medical Association and its services to 
the citizens of Raleigh and every other city 
across the nation. As a Raleigh resident 
who benefits from the work of the Associa- 
tion, you too can be proud of the A.M.A. 
because your doctors are part of it. 
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A Group of Uncommon Pulmonary Diseases 
SyLvanus W. NYE, M.D. 


WaLtTerR R. BENSON, M.D. 


Tuberculosis and carcinoma remain as the 
two most common diagnoses made of lungs 
or portions of lungs surgically removed for 
pathologic study. Occasionally, however, 
other less common diseases are encountered. 
Some of these resemble tuberculosis, or one 
another, and differentiation is of consider- 
able importance to the welfare of the patient. 
In the past three and one-half years we 
have studied a number of these uncommon 
disease processes during the examination of 
545 specimens, consisting of lobes, segments 
of lobes, or lungs. The majority of these 
specimens (289) were received from the 
staff at the North Carolina Sanatorium, Mc- 
Cain. A slightly smaller number (255) were 
received from the staff at North Carolina 
Hospital, Chapel Hill, and one from St. 
Luke’s Hospital, New Bern, North Carolina. 
Table 1 lists the various types of disease pro- 
cesses. 
Fungi 


Fungi are an interesting group of organ- 
isms causing pulmonary diseases, some of 
which often simulate tuberculosis clinically, 
radiologically, and pathologically. The var- 
ious types we have seen in this study are 
listed in table 2. Actinomycosis and blasto- 
mycosis will not be discussed. 


A. Histoplasmosis 


The lesions of histoplasmosis in some pat- 
ients occur as isolated nodules or coin les- 
ions, simulating a tumor or a tuberculoma. 
In other patients, the lesions may be mul- 
tiple and resemble disseminated fibrocaseous 
tuberculosis. Three patients presented with 
isolated nodules and one patient (studied at 
autopsy) presented with the more dissem. 
inated form of the disease. 


Read before Section on Pathology, Medical Society of 
the State of North Carolina, Raleigh, May 10, 1960. 


From the Department of Pathology, University of 
North Carolina School of Medicine, Chapel Hill. 


CHAPEL HILL 


Case 1: The patient was a 36 year old man who 
had had malaise and weight loss (20 pounds) for 
the previous nine months. One month before op- 
eration a pleuritic pain developed suddenly in 
the right side of the chest, and lasted for three 
or four days. He had no other symptoms. Fever 
(up to 102 F.) began at the same time and per- 
sisted. 


On physical examination the patient had an 
erythematous papular eruption, which develop- 
ed while he was receiving an antibiotic, and evi- 
dence of epididymitis .On radiogray ‘ic examina- 
tion a rounded 4 cm. area of density was present 
in the upper portion of the right lung. A skin 
test with histoplasmin was positive, 4 plus. Tests 
for coccidioidomycosis, blastomycosis and tuber- 
culosis (PPD) were negative. 

A portion of lung measuring 3 x 2 x 4 cm. 
was removed. In the center was a firm, circum- 
scribed nodule of yellowish-red mottling approxi- 
mately 3 cm. in its greatest dimension. Examina- 
tion of a frozen section revealed a combination 
of acute and granulomatous inflammatory reac- 
tions suggestive of a fungus infection. Permanent 
sections confirmed this impression. A relatively 
large artery coursed through the area and was 
involved by the reaction, with resultant occlu- 
sion and infarction. Organisms characteristic of 
Histoplasma were present in some areas of the 
nodule. These were well defined and easily seen 
in the Grocott modification of the Gomori silver 
methenamine stain!, less easily in the Gridley 
stain, very indistinctly in a modified PAS stain, 
and could not be identified in the hematoxylin 
and eosin stains. The organism was later cultured 
from a portion of the specimen. 


Case 2: This man was a 27 year old tobacconist 
who had worked in both North Carolina and 
Mexico in the previous year. Ten months before 
his admission to the hospital and two weeks be- 
fore his symptoms began, he had cleaned a chick- 
en coop in North Carolina. His first symptom 
was pieuritic pain in the lower right portion of 
the chest. Two months later, in Mexico, the pain 
returned, associated with a nonproductive cough. 
A few weeks later he was told he had a lung 
infection, and was treated with antibiotics. He 
returned to North Carolina and was treated again 
for pleuritis. There were decreased breath sounds 
at the base of the right lung, ana roentgenograms 
showed effusion and a pleural reaction. A second 
strength PPD test was moderately positive, but 
the histoplasmin skin test was strongly positive. 
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Table 1 
Disease Processes Found in 545 Surgical Specimens 


Diagnosis 


Tuberculosis 
Carcinoma 
Bronchiectasis 
Benign tumor 
Abscess 
Pneumonia 
Bronchogenic cyst 
Pathogenic fungi 
“Non-pathogenic” fungi 
Nonspecific cavitation, scarring, cyst 
Atypical acid-fast bacillus infection 
Miscellaneous 
Totals 


N. C. Memorial Total 


Hospital N. C. Sanatorium No. Cases 


160 389 


+Three specimens in this group also had “non-pathogenic” fungi. 
*One specimen in each of these groups had “non-pathogenic” fungi, 


Complement fixation tests for Blastomyces, Coc- 
cidioidomyces and Histoplasma were negative. 

The right lung was decorticated and a nodule 
measuring 1% cm. in diameter was removed from 
the superior segment of the lower lobe. The nod- 
ule was composed of spongy yellow-tan material 
surrounded by a white, firm capsule. The fibrous 
capsule surrounded an area of caseous necrosis 
containing oval bodies, best demonstrated by the 
silver methenamine stain, similar to those in 
the previous case. Cultures of the specimen were 
sterile. 

Case 3: Although this 39 year old man had 
noted some increase in fatigability for the previ- 
ous year, he did not seek medical advice until 
an area of increased density was found on his 
routine annual x-ray examination. Physical exam- 
ination and laboratory data were not remark- 
able. Radiographic studies at North Carolina 
Memorial Hospital disclosed an area of increased 
density in the second right anterior interspace. 
Skin tests with histoplasmin, blastomycin, cocci- 
doidin, and tuberculin were negative. 

The superior segment of the lower lobe of the 
right lung was removed. !t contained a granu- 
lomatous inflammatory reaction with numerous 
multinucleated giant cells and numerous small 
intracellular budding yeast forms. Studies with 
the silver methenamine stain indicate that they 


are probably Histoplasma organisms. 

Case 4: This 72 year old man was admitted to 
Gravely Sanatorium approximately four months 
before his death. Fourteen months previously he 
had had a respiratory infection, for which he re- 
ceived antibiotics. However, for the past year he 
had had progressive dyspnea and weight loss (30 
pounds). A month before his admission here, in- 
creased dyspnea, cough, anorexia and weakness 
developed, and he was admitted to another hos- 
pital. Examination revealed extensive cavitary 
disease in the left lung, interpreted as tuberculos- 
is. He also had severe cardiac disease. Neither 
tubercle bacilli nor fungi were found in the 
sputum by smear and culture. Skin tests for 
Blastomyces, Coccodioidomyces, Histoplasma and 
tubercle bacilli (O.T., 1:1000) were negative. His 
condition upon admission to Gravely Sanatorium, 
was essentially unchanged. The peripheral white 
blood cell count had risen from 9,800 to 17,500. 
Complement fixation tests for Histoplasma had 
a mycelial phase titer of 1:128 and a yeast phase 
titer of 1:256. During his hospitalization, the 
process spread from the left to the right lung. 
Repeated studies of sputum for fungi revealed 
only Candida species. Despite treatment with 
amphotericin-B, Gantrisin and Mycostatin, the 
disease progressed and the patient died. 

Dense fibrous adhesions obliterated much of 


Table 2 
Types of Fungus Diseases 


Diagnosis 


Blastomycosis 
Nocardiosis 
Histoplasmosis 
Actinomycosis 
“Non-pathogenic’ 


’ 


fungi 
Totals 


N. C. Memorial Total 
Hospital N.C. Sanatorium No. Cases 


‘ 
40 19 59 
22 33 
3 3 6 
7* 5 12 
2 4 2 6 ia 
4 3* 7 
5 3 8 ee 
1 6 7 
4 6 10 & 
255 290 545 
1 1 2 
3 3 
1 1 2 
; 
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the pleural cavities. Small cavities and caseous 
tubercles were present in the left lung and the 
upper and middle lobes of the right lung. The 
upper lobe of the left lung had a 6 cm. cavity. 
Structures characteristic of Histoplasma were 
numerous in some areas. A Candida-like fungus 
was also present. In smears and tissue sections 
stained for acid-fast bacilli, such bacilli could not 
be found. Cultures of the lungs failed to grow 
either tubercle bacilli or fungi. 

Our limited experience with histoplasmos- 
is indicates the necessity of using the silver 
methenamine stain to find the characteristic 
organisms. In our material, the organisms 
stain so faintly with other methods that they 
may be easily overlooked. 


B. Nocardial infections 


Infection of the lungs by Nocardia organ- 
isms may result in a pneumonic type of les- 
ion, abscess formation, or a combination of 
these processes. 

The inflammatory reaction usually associ- 
ated with infections by the Nocardia aster- 
oides group is a combination of acute, chron- 
ic, and granulomatous reactions. Micro-ab- 
scesses of granulocytes are surrounded by 
a zone of macrophages, chronic inflamma- 
tory reaction, organizing pneumonia, or 
combinations of these. 

One of these patients had a process that 
appeared by radiographic studies to be pneu- 
monia but was a combination ©’ pneumonia 
and small abscesses. Another patient had a 
large abscess. 


Case 5: This 39 year old man was admitted to 
North Carolina Memorial Hospital one year be- 
fore death because of fever, malaise, and a cough 
which had been present for two weeks. Physical 
examination was not remarkable. 

The only significant abnormality revealed by 
laboratory studies was an elevated white blood 
cell count of 14,800. Cultures of the sputum did 
not produce pathogenic aerobic or anaerobic bac- 
teria, fungi, or acid-fast bacilli. Roentgenograms 
of the chest showed an area of increased density 
in the right anterior second interspace and a 
rounded soft tissue mass in the right para-tra- 
cheal region. Skin tests for fungi and with PPD 
were negative, as were other extensive diagnostic 
procedures. Therefore, the upper lobe of the right 
lung was removed. The patient was then treated 
intensely with sulfonamides. Postoperatively, 
constrictive pericarditis developed, and required 
pericardectomy five months after the lobectomy. 
Four months later a bronchocutaneous fistula 
formed. His symptoms on his final admission 
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were related to intracranial metastasis. Autopsy 
showed no residual intrathoracic disease, but 
multiple cerebral abscesses due to a Nocardia. 

The indurated posterior segment of the surgical 
specimen contained an abscess 9 mm. in diameter, 
with a firm white wall 1 to 2 mm. thick. The 
cavity contained soft, brown material. Another 
smaller abscess was present in the lateral aspect 
of the apical segment. The inflammatory reaction 
in some areas was acute, with micro-abscess for- 
mation, but varied to include areas of organizing 
pneumonia. The numerous small abscesses con- 
tained purulent material, and many multinucleat- 
ed giant cells were in the walls. The organisms, 
seen best in tissue sections with the Brown-Brenn 
stain’, were cultured from the specimen and 
proved to be Nocardia asteroides. 

Case 6: This 46 year old man had had a pro- 
ductive cough for four weeks before admission 
to the North Carolina Sanatorium, McCain, North 
Carolina, and had lost approximately 20 pounds. 
He had coughed up approximately one-half cup 
of bright red blood two weeks before admission. 
Physical examination was not remarkable. His 
white blood cell count was 13,500, with 67 per 
cent granulocytes. Radiographic examination re- 
vealed a density suggestive of an abscess in the 
upper lobe of the right lung. The density did 
not change after two months of chemotherapy, 
and the posterior segment of the upper lobe was 
removed. 

The specimen contained an abscess measuring 
15 x 15 x 0.5 cm. It had a granular reddish- 
brown lining and was without a definite wall. 
The adjacent lung was firm and greyish. Micro- 
scopic study revealed changes ranging from acute 
inflammatory reaction to a chronic organizing 
pneumonia. The cavity was lined by granulation 
tissue and contained purulent exudate. Gram- 
positive filamentous elements similar to Nocardia 
asteroides were present in some areas of the 
exudate. The organism was not isolated from 
cultures of the sputum and specimen. 

Our experience with nocardiosis indicates 
that this organism should be searched for 
wherever the peculiar combination of micro- 
abscesses and chronic or granulomatous in- 
flammation exists and when other more 
easily identifiable fungi such as Actinomyces 
or Blastomyces cannot be demonstrated. We 
prefer the Brown-Brenn bacterial stain to 
any of the other stains for demonstration 
of the thread-like, gram-positive filaments 


in the tissue sections. 


C. Unidentified fungi 


Masses of fungi such as Aspergillus, 
Candida, and Penicillum are sometimes 
found in lung tissues in varying relation- 
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ships from incidental saprophytic states 
through minimally invasive to fulminating 
infections. Infections by these organisms 
may be associated with malformations such 
as bronchogenic cysts, with other previous 
or present infections such as lung abscesses, 
tuberculous and bronchiectatic cavities, with 
bronchogenic tumors, or with debilitated 
states resulting from such causes as distant 
tumors, leukemias, and lymphomas. These 
infections appear to be increasing in fre- 
quency with the use of antibiotics and ste- 
roids. The presence of these organisms is 
often not suspected, and hence the cultures 
necessary for definitive diagnoses are too 
seldom made. An Aspergillus was isolated 
from the sputum of one of our patients be- 
fore operation. None of the six specimens 
in this group were successfully cultured for 
fungi. We prefer, therefore, not to assign 
these to a specific group, although others 
have called somewhat similar cases ‘‘Asper- 
gillosis.”’ 

The masses of fungi in all of the speci- 
mens, including that from the patient whose 
sputum contained an Aspergillus species be- 
fore operation, had a similar appearance in 
the tissue sections. The hyphae were of fair- 
ly uniform diameter (3 to 4.5 micra) and 
relatively straight. Septations were common 
(6 to 15 micra) and Y type branchings were 
frequent. Occasional cells were wider than 
the others, faintly yellow-brown, and in 
some instances gave rise to nonseptate 
structures wider than the usual hyphae. 
Occasional small yellow-brown  spherules 
or ovals (2 to 3 micra in diameter) sugges- 
tive of spores were present in all cases ex- 
cept No. 12. In case 10, yellow-brown coni- 
diophores with a few sterigmata were 
occasionally present. This latter observation 
indicates that the organism in this case was 
probably an Aspergillus. 

Large masses of hyphae in the cavities 
often had a peripheral rim of widened acid- 
ophilic hyphae (6 to 12 micra). Amorphous 
paler acidophilic material was present be- 
tween these hyphae, and occasional hyphae 
had a central core of somewhat similar 
material. The appearance resembled the 
familiar ‘clubbing’ at the periphery of 
actinomycotic sulfur granules. Yeast forms 
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were not present in any of the material 
studied. 


In case 8 hyphae were in the wall of the 
cavities. In case 12 the hyphae extended into 
the adjacent tissue. 


Tuberculosis and Fungi Infection 


Case 7: This 55 year old man was found to have 
pulmonary changes suggestive of tuberculosis on 
a chest roentgenogram four years before he was 
hospitalized. He related that he had only a slight 
cough and blood-streaked sputum with “colds.” 
X-ray films of the chest showed changes indica- 
tive of fibrosis at the right apex and a dense area 
in the left upper lung field with radiolucent 
areas suggestive of cavities. Smears and cultures 
of sputum were negative for acid-fast bacilli and 
fungi. The second strength PPD gave a 1 plus 
reaction. The apical-posterior and anterior seg- 
ments of the upper lobe of the left lung were 
removed. 

The specimen contained subpleural cavities 
measuring up to 1.5 cm. in diameter, with smooth 
grey walls less than 1 mm. thick. Small irregular 
areas of scar tissue and tubercles 1-3 mm. in 
size were also present. Some of the small cavities 
contained necrotic cellular debris. Within the 
debris in some cavities small masses of fungi 
were present. Extensive granulomatous inflam- 
mation with noncaseous tubercles and scarring 
were present in the remaining parenchyma. 
Acid-fast bacilli were not present in smears of 
the tubercles nor were they cultured from the 
specimen. 


Case 8: This 15 year old girl had symptoms of 
a respiratory infection for three months before 
she was admitted to the North Carolina Sana- 
torium. An x-ray film of the chest showed mottl- 
ing of the right lung field and a 5 em. cavity in 
the upper lobe. Changes suggestive of cavity 
formation were present in the left lung field. 
Acid-fast organisms were present in a smear of 
the sputum, and tubercle bacilli were cultured 
from the sputum. After four and one-half months 
of chemotherapy, the upper lobe of the right 
lung was removed because of the large cavity. 

Two cavities were present in the lobe. They 
measured 4 x 5 cm. and 2.5 x 2 em. respectively, 
and communicated with segmental bronchi. Both 
cavities had relatively smooth grey walls, but 
the smaller contained granular yellow-white de- 
bris. Masses of hyphae were present within both 
cavities. Hyphae were also present in the super- 
ficial portions of the walls. 


Lung Abscess with Fungus 


Case 9: A 47 year old man, had had ankylosing 
spondylitis with a fixed rib cage for 29 years, 
diabetes mellitus for six years, and increasingly 
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severe cough for five years. Radiographic exami- 
nation showed a cavity in the left upper lung 
field. The cavity appeared to contain inspissated 
debris and a mycetoma. A second strength PPD 
test was negative. One sputum culture grew out 
an Aspergillus preoperatively. The upper lobe of 
the left lung was removed. 

The cavity was in the apical posterior segment 
and extended into the anterior segment. Its great- 
est diameter was 8 cm. It was lined by reddish- 
brown material and contained large masses of 
soft greyish-brown material. The apical-posterior 
segmental bronchus communicated with the cav- 
itv. An area of consolidation was present in the 
anterior and lingular segments. The masses in 
the cavity consisted of mycelia. About the cavity 
were areas of chronic organizing bronchopneu- 
monia and occasional small non-caseous tubercles. 


Fungus in a Bronchogenic Cyst 


Case 10: A 49 year old woman had been well 
until four days before her admission, when she 
had hemoptyses so massive that three units of 
blood were used for transfusion. Physical exami- 
nation and radiographic examination at the North 
Carolina Sanatorium revealed a cyst-like struc- 
ture in the mid-portion of the right lung. Exami- 
nation of sputum revealed only a hemolytic Sta- 
phylococcus and Streptococcus viridans. The low- 
er lobe of the right lung was removed; it con- 
tained a large cystic structure (4 x 4 em.) which 
communicated with the lateral basal segmental 
bronchus. The cyst was lined by respiratory 
epithelium and contained bundles of smooth 
muscle in its fibrous wall, indicating that it was 
probably a bronchogenic cyst. The cyst contain- 
ed a small ball of mycelia. 


Fungus in a Bronchiectatic Abscess 


Case 11: This 56 year old woman was admitted 
to North Carolina Sanatorium because of repeat- 
ed small hemoptyses. Physical examination re- 
vealed a marked scoliosis, limited expansion of 
the left side of the chest, dullness to percussion, 
and fine crepitant rales on the left side. Radio- 
graphic studies demonstrated opacity of most of 
the left lung field, and marked bronchiectasis on 
the left, with relatively normal bronchi on the 
right. Smears and cultures of sputum and gastric 
washings did not reveal tubercle bacilli. 

The left lung was removed. The two lobes 
were fused by scar. The bronchi were ectatic. A 
cavity, 10 x 4 x 3 cm., extended from the upper 
to the lower lobe through the adherent area. 
Several small bronchi communicated with the 
cavity, which was lined by respiratory and 
squamous epithelium, and contained purulent 
debris and masses of hyphae. Similar masses 
were also present in some of the smaller bronchi. 
Areas of scarring were present throughout the 
remainder of the lung. 
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Atypical Acid-fast Bacillus Infection 


Within recent years acid-fast bacilli, differing 
from the tubercle bacillus in several respects, 
have been found associated with granulomatous 
changes, including cavity formation, which can- 
not be distinguished anatomically from those 
caused by the tubercle bacillus. In some patients 
these atypical bacilli have been found in associa- 
tion with Mycobacterium tuberculosis—at times 
concomitantly and at other times only when the 
patient’s sputum no longer contained the tubercle 
bacillus. In other patients, no association with 
tubercle bacilli has ever been demonstrated and 
the atypical acid-fast bacilli appear to be the cau- 
sative agents of the anatomic changes. These 
bacilli can usually be distinguished from ‘the 
tubercle bacilli by their sometimes rapid growth 
in culture, by the presence or absence of pig- 
ment in colonies when grown either in light or 
in darkness, by high catalase activity, or by com- 
binations of these characteristics. The bacilli are 
sometimes longer and wider than the tubercle 
bacillus. Other strains are shorter and more 
coccoid. Still other strains have a morphologic 
appearance similar to the tubercle bacillus. Bead- 
ing is sometimes very striking. 

These organisms are not pathogenic for the 
guinea pig, although they are for other labora- 
tory animals. They are resistant to the effects 
of many presently used antituberculous drugs, 
and therefore their detection is of considerable 
importance. The practice of making a definite 
diagnosis of tuberculosis on the basis of tubercle 
formation or caseous changes and the presence 
of acid-fast bacilli should be discontinued. The 
diagnosis of tuberculosis should be based upon 
recovery of an organism having the cultural 
characteristics of the tubercle bacillus. 


Case 12: This 54 year old man had symptoms 
of slight pain in the right side of the chest and 
a productive cough for three months before his 
admission to North Carolina Sanatorium. Physical 
examination was not remarkable. Radiographic 
examination revealed a cavity in the right lung 
with some smaller densities in the adjacent lung. 
Acid-fast bacilli were present in his sputum on 
admission, and cultures of his sputum contained 
atypical acid-fast bacilli. 

The apical and posterior segments of the up- 
per lobe of the right lung were removed after 
five months of chemotherapy, principally strep- 
tomycin, to which the organism was somewhat 
sensitive. 

The lobe contained tubercles varying in size 
from 2 to 7 mm. The gross and histologic changes 
were indistinguishable from those caused by the 
tubercle bacillus. The bacilli were longer and 
wider than the typical tubercle bacilli. In one 
area was a mass of mycelia, some of which ex- 
tended into the walls of an adjacent bronchiole. 
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‘east forms were not present. The fungus was 
not recovered by culture. 

Case 13: The patient, a 43 year old woman, had 
severe chest pain and dyspnea three months be- 
fore admission to the North Carolina Sanatorium 
in July, 1957. A density in the upper portion of 
the left lung remained unchanged despite anti- 
biotic therapy. A productive cough developed. 
Smears and cultures of sputum did not contain 
acid-fast bacilli. The apical-posterior segment of 
the upper lobe of the left lung was removed when 
the lesion failed to change after a month of treat- 
ment with isoniazid and para-aminosalicylic acid. 

The segment contained a cavity measuring 
2x 1.5 x 1.5 em., which was lined by caseous ma- 
terial. Several caseous tubercles, up to 0.4 cm. 
in diameter, were present in the adjacent paren- 
chyma. Smears of the wall of the cavity contain- 
ed acid-fast bacilli which were longer and wider 
than the tubercle bacillus. Photochromogenic or- 
ganisms were obtained upon culturing the re- 
sected lung tissue. 

Case 14: A 24 year old man was found to have 
a cavity in the apex of his right lung three and 
one-half years before his admission to the North 
Carolina Sanatorium. Nine months after this dis- 
covery, the apical and posterior segments of the 
upper lobe of the right lung were resected in 
the VA Hospital, Oteen, North Carolina. He had 
done well following the operation until extension 
of the pulmonary lesions occurred shortly before 
his admission to the North Carolina Sanatorium. 
He had no physical abnormalities except a right 
thoracotomy scar. Sputum cultures made at 
North Carolina Sanatorium contained atypical 
photochromogenic, organisms which showed par- 
tial resistance to streptomycin, isoniazid and kan- 
amycin. A year after his admission there, the re- 
maining portion of the upper lobe was resected. 
Culture of the surgical specimen revealed an 
atypical photochromogenic organism which was 
thicker than typical tubercle bacilli. 

The segment contained a 2.5 x 3.5 cm. cavity 
lined by yellow-brown material. The surround- 
ing parenchyma was_ scarred. Endobronchial 
tubercles were present in a communicating bron- 
chus. Acid-fast bacilli were present in a smear 
of the cavity’s contents. The anatomic changes 
could not be differentiated from those caused by 
the tubercle bacillus. 


Lipid Pneumonia 


Some years ago lipid pneumonia was more 
common than at present. This fact is probably 
related to decreased use of lipid solutions in 
proprietary drugs and more intelligent use of 
drugs still being made with such materials. 

The changes of lipid pneumonia sometimes 
cannot be distinguished radiologically from those 
associated with tumors or infections. Anatomic 
differentiation from tuberculosis or some of the 
mycoses may sometimes be difficult. 
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Case 15: The patient in this group was a 33 
vear old woman who was found on routine ex- 
amination to have an area of density in the right 
lung. When the density remained unchanged 
during a period of observation at the North Car- 
olina Sanatorium, the segment of lung contain- 
ing the area was removed. 


The tissue contained multiple firm, white areas 
varying in size from 0.3 to 1.5 em. Some had soft 
centers. The microscopic pattern was of irregular 
searring of the lung, with numerous lipid-laden 
macrophages. The lipid material stained orange 
with Sudan IV, as mineral oil does. 


Upon further questioning the patient related 
that she had been taking mineral oil every night 
for many years, and that she usually slept in a 
prone position. 


Sequestered Lung 


As the number of pulmonary resections has 
increased in the past several years, there has 
been an increasing number of reports of an 
unusual malformation—that of an artery rising 
from the aorta, rather than the pulmonary artery, 
supplying a portion of a lobe of a lung. These 
patients generally have an inflammatory reac- 
tion in that portion of the lobe with the anomal- 
ous blood supply. An abscess or bronchogenic 
cyst is often present. Occasionally the patients 
seek help because of hemoptyses, which may be 
slight or massive. Occasionally they have no 
symptoms, and the inflammatory or _ cystic 
changes are found on incidental radiographic 
examination. 


Case 16: This 33 year old woman was admitted 
for study because of an asymptomatic density in 
the lower portion of the right lung discovered 
during a routine examination. The lower lobe of 
the right lung was removed. Very large anomal- 
ous vessels supplied portions of the lobe. These 
vessels penetrated the diaphragm, and were 
thought to originate from the abdominal aorta 
and inferior vena cava. Communications of these 
vessels with pulmonary vessels could not be 
demonstrated. A large cavity (5 x 3 x 2 cm.) was 
in the medial and posterior basal segments. It 
contained necrotic purulent exudate. It was lin- 
ed largely by respiratory epithelium, with small 
areas of ulceration. Cartilage, occasional small 
bundles of smooth muscle, and islands of bron- 
chial mucus glands were present in its wall, in- 
dicating the probability of its being a broncho- 
genic cyst. Bronchial arteries present had endart- 
eritic changes. The large vessels had the struc- 
ture of large systemic elastic arteries, and their 
branches, the structure of systemic muscular ar- 
teries. The adjacent lung was emphysematous. 
Bundles of hypertrophied smooth muscle were 
in the walls of bronchioles and alveolar ducts in 
some areas of the adjacent tissue. 
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Summary 


A total of 545 surgical specimens of lung 
tissues have been examined in three and 
one-half years. These include 3 cases of 
histoplasmosis, two cases of nocardiosis, 6 
cases of unidentified fungi associated with 
other pulmonary diseases, 2 cases of actin- 
omyosis, 1 case of blastomycosis, 3 cases of 
infection by atypical acid-fast bacilli, 1 case 
of lipid pneumonia, and 1 case of so-called 
sequestered lung. 

The patients had varied nonspecific his- 
tories, symptoms, signs, and radiologic and 
laboratory data, indicating that patients with 
similar symptoms and signs may have dis- 
eases caused by quite dissimilar agents. 

Anatomic studies can be helpful in direct- 
ing bacteriologic studies, which should be 
the basis for definitive diagnoses. The 
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Brown-Brenn stain and the Grocott modifi- 
cation of the Gomori silver methenamine 
stain are most helpful in the search for fungi. 

The diagnosis of tuberculosis should be 
based on the cultural characteristics of the 
causative agents, and not upon the morpho- 
logic appearance of the tissue reaction nor 
the presence of acid-fast bacilli alone. 

The authors are indebted for clinical, radiologic, 
and bacteriologic data to the staffs of North 
Carolina Memorial Hospital and Gravely Sana- 
torium, Chapel Hill, and North Carolina Sana- 
torium, McCain, and especially to Dr. William 
H. Gentry, Medical Director, North Carolina San- 
atorium, who was most generous and cooperative 
in furnishing us with the data. 
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Cardiac Disorders in Infants 


HERBERT S. HARNED, JR., M.D. 


WILLIAM H. Sprunt, M.D. 
CHAPEL HILL 


The diagnosis of cardiac disorders in in- 
fants is difficult for several reasons. First is 
the infant’s size and inability to cooperate. 
Second, many of the congenital malforma- 
tions of the heart, and even some of the ac- 
quired disorders such as idiopathic myocar- 
ditis, are severe jesions and often are as- 
sociated with congestive heart failure and a 
precarious state. In the presence of conges- 
tive heart failure, the circulatory dynamic 
aspects of this disorder obscure the initial 
basic disease. Third, the infant, particularly 
the newborn baby, is undergoing a transi- 
tional circulatory phase wherein his right 
ventricle is performing more work relative 
to the left than is the case later in life. Cri- 
teria for the diagnosis of cardiac conditions 
in the older child cannot always be extrapol- 
ated to the infant state. 

Because of these difficulties, diagnostic 
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methods other than the time-honored use 
of auscultation and standard x-ray techni- 
ques are being developed. The purpose of 
this paper is to discuss briefly a number of 
the new methods that have been found to be 
most specific and helpful in the diagnosis 
of cardiac diseases. 
Discussion of the Methods 


1. Electrocardiography: The electrocar- 
diogram has proved to be far more effective 
in distinguishing congenital malformations 
of the heart than was expected. In particular, 
it shows enlargement of the ventricular 
chamber and can even suggest whether the 
enlargement is caused by increased blood 
flow or an obstruction. Also, highly valuable 
information concerning atrial hypertrophy 
can be obtained. 

Although electrocardiograms are difficult 
to obtain on premature infants, a chest lead 
cummerbund has proved successful with 
newborn infants. Two major limitations of 
electrocardiography in the infant are that 
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the right ventricular preponderance normal- 
ly present may obscure abnormal right ven- 
tricular hypertrophy, and that the electro- 
gram only reveals enlargement of the cham- 
ber without in any way describing specific 
lesions. 

2. Phonocardiography: The phonocardio- 
gram has also proved to be an extremely 
important new diagnostic method, as well 
as being an effective device for teaching 
auscultation and checking auscultatory find- 
ings. Methods principally developed by 
Leatham! in England and McKusick? in the 
United States have been perfected to the 
point that the phonocardiogram will often 
show a rather specific tracing for a partic- 
ular type of congenital disorder of the heart. 
Thus the phonocardiograms of infants with 
ventricular septal defects, patent ductus ar- 
teriosus, aortic stenosis, or tetralogy of Fal- 
lot, for example, will be nearly diagnostic. 
The phonocardiogram can also be used on 
newborn infants where auscultation is par- 
ticularly difficult because of the tachycardia. 

3. Cardiac catheterization: Catheterization 
of the right side of the heart can be perform- 
ed on newborn infants by a saphenous vein 
approach, when approach through the an- 
tecubital vein is impractical. Satisfactory 
pressures and samples can be obtained 
through a no. 4 or no. 5 catheter. We have 
found two major limitations to this method. 
First, it is technically difficult to manipu- 
late a catheter from the saphenous vein ap- 
proach in such a way that the tip will enter 
the pulmonary artery of the young infant. 
Incomplete studies can be done, however, 
and sampling from the right ventricle, right 
atrium, and venae cavae is not difficult. 
Secondly, the risk of inducing ventricular 
fibrillation during catheterization is far 
greater in infants than in older children. 
The very appreciable mortality rate of 1.7 
per cent quoted by Ziegler* for infants 
younger than 18 months of age may be im- 
proved by having available an external de- 
fibrillator*. After 18 months of age the mor- 
tality rate drops considerably and the pro- 
cedure can be considered quite safe. 

Catheterization of the left side of the 
heart has been accomplished by several pro- 
cedures. For the infant, the most effective 
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method has been to introduce the catheter 
in a retrograde fashion up the right brachial 
artery into the aortic arch and down through 
the aortic valve. Vlad and Lambert’ have 
been able to catheterize the left ventricle 
even in cases of aortic stenosis. The left 
side of the heart appears to tolerate cathe- 
terization about as well as the right. Sim- 
ultaneous pressure curves from the right 
and left sides can give information of con- 
siderable value, especially in those condi- 
tions where two-way shunting of blood is 
present. 

Another method of catheterizing the left 
side of the heart in children is that introduc- 
ed by Braunwald*. It consists of introduc- 
ing a firm catheter into the right auricle by 
way of the saphenous vein. This catheter is 
pressed against the inner atrial septum, after 
which a sharp hollow trocar is pushed 
through it until the wall of the atrial septum 
is pierced. Next a plastic catheter may be 
introduced through the trocar and into the 
left atrium and left ventricle. This proce- 
dure, which has been successfully applied 
to adults and older children, is obviously 
not without risk, and at present the catheter 
is too large for use in the newborn infant. 
Direct needling of the left ventricle lumen 
through the anterior wall of the chest at 
the apex provides information about the 
pressure that is particularly valuable in 
cases of aortic stenosis. Angiocardiograms 
have been performed by direct left ventri- 
cular injection. 

4. Dye dilution methods: Injection of dye 
into one part of the circulation with collec- 
tion from a site downstream has been used 
by Wood? and others to obtain indicator 
dilution curves for different malformations. 
For example, if Cardiogreen dye is injected 
into the right atrium of a child with tetral- 
ogy of Fallot and collection is made in the 
femoral artery, a curve showing two humps 
will appear. The initial hump will represent 
dye that has mixed with blood passing from 
the right ventricle to the left ventricle and 
aorta through the ventricular septal defect. 
The second hump will result from the norm- 
al circulation of blood. From the curves ob- 
tained, an index of the amount of shunting 
can be estimated. 
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5. Injection of Krypton 85 solution: Ra- 
dioactive Krypton 86 is a maierial which 
is very rapidly excreted by the lungs. In 
fact, when Krypton solution is injected into 
the right side of the heart, 95 per cent of the 
solution will be cleared during one passage 
through the pulmonary circulation. Thus, if 
Krypton 85 is injected into a right auricle 
and collection for analysis is made from the 
aorta, normally almost all of this material 
will be eliminated by the lungs and the ar- 
terial collection will show a very low value. 
If, however, a right-to-left shunt exists, such 
as in tetralogy of Fallot, and the material 
is injected proximal to the shunt—for ex- 
ample, in the right atrium—not all the ma- 
terial will be eliminated by the lungs; some 
will be carried through the ventricular sep- 
tal defect to the sampling site in aorta, and 
a high count of radioactivity will be observ- 
ed. 

Similarly, Krypton 85 can be shown to 
demonstrate small intracardiac shunts from 
left to right. When the material is injected 
into the left side of the heart and the radio- 
activity of expired air is sampled, if the 
circulation is normal this radioactivity will 
not rise until the normal time for blood to 
circulate from the left side of the heart 
through the peripheral capillaries back to 
the right side and to the lungs. If a left-to- 
right shunt exists, however, the radioactive 
Krypton will be carried through the shunt 
to the right circulation and then out to the 
lungs, and will be picked up early in the 
expired air as radioactive gas. Braunwald* 
has found that this method is quite good in 
demonstrating very small shunts which 
would not be detected by cardiac catheteri- 
zation, and that it is applicable to the young 
infant. 

4. Nitrous oxide gas inhalation: Another 
method that has been used for showing small 
left to right shunts is the use of nitrous 
oxide gas during cardiac catheterization 
on the right. If a normal patient breathes 
nitrous oxide, it will be absorbed into the 
pulmonary capillary blood and will pass to 
the left side of the heart and then to the 
peripheral circulation. The amount of nit- 
rous oxide returning to the right side of 
the heart will be small and will appear late. 


On the other hand, if the patient has a small 
left-to-right shunt—for example, a ventricul- 
ar septal defect—inhalation of nitrous oxide 
gas will result in saturating the blood in the 
left side of the heart with this material, 
which will pass through the ventricular 
septal defect and be detectable early, in large 
concentration, by a catheter placed in the 
right ventricle or pulmonary artery. Mor- 
row’ has shown that shunts can be localiz- 
ed—for example ventricular septal defect, 
atrial septal defects, or ductuses—with con- 
siderable accuracy, and that it is more sen- 
sitive than standard cardiac catheterization 
in revealing small shunts. 

7. Intravascular potentiometric electrod- 
es: Bargeron and Clark’ have recorded po- 
tentials when hydrogen gas or sodium as- 
corbate contacts a platinum electrode placed 
in the blood stream. The potential produced 
is a function of the concentration of hydro- 
gen gas or ascorbate, and the concentration 
curve is similar to that of a dye solution. 
This method perhaps is more promising 
than any of the similar techniques noted 
above, because of its safety and simplicity. 

8. Angiocardiography: Since its introduc- 
tion by Dotter and Steinberg", there has 
been a marked refinement in the instrumen- 
tation for angiocardiography. In this diag- 
nostic technique, radio-opaque material, us- 
ually complex iodine compound, is introduc- 
ed into the blood stream through a catheter, 
either by way of a peripheral venous site, 
peripheral arterial site, or central site. Serial 
x-ray films showing the passage of a radio- 
opaque dye from chamber to chamber are 
then obtained. The most commonly used 
angiocardiographic apparatus now is (1) 
the Schonander film changer, which takes 
6 films per second in a single plane, or may 
take films at right angles; and (2) cine- 
angiographic equipment where an image 
intensifier brightens the fluoroscopic image 
so that motion pictures can be taken of it. 

Along with the improvement in the tech- 
nology of serial roentgenograms, there have 
been striking improvements in the injection 
materials. Whereas injection with Urokon 
and Diodrast was a procedure perhaps as 
dangerous as cardiac catheterization, use of 
the new materials, Hypaque, Renograffin 
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and Cardiograffin, appears to be relatively 
safe. From our experience of more than 
100 studies of infants, no serious reactions 
have occurred with the use of the new in- 
jection agents, and in fact no more threaten- 
ing events than several episodes of transient 
bradycardia. It would thus seem that if the 
diagnostic information is to be obtained by 
either angiocardiography or cardiac cathe- 
terization, angiocardiography is the safer 
method. 


Conclusion 


With the variety of methods of study 
available for diagnosing cardiac disorders 
in infants, an approach may be patterned 
to fit the particular case. 
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Medicine is a pragmatic discipline, not a doctrinal one. We use a 
drug not because it is “good” or “just” or “honorable,” but because it is 
effective. When a new drug comes along which is more effective, we will 
abandon the old one. In medicine, the end-result justifies the means. 


Evaluation of the end-result is of necessity a 


statistical process, 


whether formal or informal, deliberate or subconscious. If patients could 
not be classified into groups and if a generalization based on experience 
with a group could not be applied to an individual, how would we know 
when to perform an appendectomy in an individual patient, when to 
administer a drug, or how to make a prognosis.—Kditorial: Statistics Are 
All Very Well, But ...: New York State J. Med. 60: 3598 (November 15) 
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Continuous Caudal Analgesia in Private Practice 
CouRTNEY D. Ecerton, M.D. 


Rosert J. RuArRK, M.D. 


Continuous caudal analgesia is not a new 
technique. It was introduced in 1942 by 
Hingson and Edwards, and enjoyed wide- 
spread popularity in the early postwar years. 
The initial enthusiasm waned, however, and 
today it is used sporadically by many obste- 
tricians, but routinely by only a few. The 
objections most frequently voiced by those 
who do not use the method are: (1) techni- 
cal difficulties associated with frequent 
failures; (2) frequent hypotension; (3) the 
desire of patients to be asleep; (4) the in- 
crease in operative deliveries; (5) the re- 
quirement of constant attendance by special- 
ly trained personnel. The last mentioned is 
the reason most frequently given for not us- 
ing caudal analgesia in private practice. 

We have used caudal analgesia routinely 
for labor and delivery for more than six 
years, and one of us (R. J. R.) for some 13 
years'. Raleigh is one of the few remaining 
strongholds of the method. Of the 10 special- 
ists here, seven use it routinely, and one 
uses its counterpart, epidural analgesia. It 
has been highly satisfactory, and is as pop- 
ular with the women of Raleigh as it is with 
the obstetricians. 

Because the criticisms listed above have 
not seemed altogether valid, we believed that 
a critical examination of the method as we 
use it was in order. This review is not a 
controlled study comparing caudal analgesia 
with other forms of anesthesia. It is rather 
a presentation of one year’s experience with 
the method in an effort to determine its ef- 
fectiveness, its safety, and, above all, its 
practical application in a busy obstetric 
practice. 


Materials and Method 


All private deliveries which we performed 
in the year 1958 were reviewed. As seen in 
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Table 1 

Types of Anesthesia Used for Delivery (1958) 
Continuous caudal 371 
Saddle block 16 
General (inhalation) 9 
Pudendal biock 3 
“Natural childbirth” 1 
Cesarean sections 13 

Total 413 


table 1, there was a total of 413 deliveries, 
371 of which were conducted under con- 
tinuous caudal analgesia. Three patients had 
hypnosis, but since all 3 received supple- 
mentary caudal analgesia toward the end 
of labor, they are included in the caudal 
group. The cesarean sections were, for the 
most part, done under spinal or local infil- 
tration supplemented by intravenous Pento- 
thal. 

Of the patients receiving caudal anal- 
gesia, 154 were primigravidas and 217 were 
multigravidas. Labor was induced elective- 
ly in 22 patients, all multigravidas. 


Technique 


The technique used is essentially that de- 
scribed in Lull’s and Hingson’s classic text- 
book, Control of Pain in Childbirth*. We use 
the catheter technique* employing a 16- 
gauge Love-Barker spinal needle and a poly- 
ethylene catheter with a lumen large enough 
to accommodate a 22-gauge needle. The pa- 
tient is given 1.5 to 3 grains (100-200 mg.) 
of pentobarbital or its equivalent on admis- 
sion to the hospital in labor. The caudal 
catheter is inserted soon after arrival in the 
labor suite, and the membranes are ruptur- 
ed artificially at the same time. The latter 
is not done in cases of breech presentation 
or when the vertex is not well engaged. The 
analgesia is usually started after labor has 
been well established and cervical dilatation 
has reached about 3 cm. in multiparas and 
4 to 5 cm. in primigravidas. The anesthetic 
agent used was a 1.5 per cent solution of 
Metycaine. 
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Fig. 1. Length of labor (371 cases). 


Effects on Labor and Delivery 


As shown in figure 1, most of the multi- 
gravidas were delivered in less than 6 hours 
and the primigravidas on an average of be- 
tween 8 and 12 hours. These averages are 
somewhat less than the 8 and 14 hours re- 
spectively quoted in Eastman’s textbook‘. 

Figure 2 shows the duration of caudal an- 
algesia from the initial injection of the test 
dose until delivery. The anesthetic effect 
usually lasted from 30 minutes to an hour 
after delivery, easily enough time to allow 
aihurried repair of the episiotomy. The 
average curation for all cases was about 
three hours, with the great majority of the 
multigravidas requiring analgesia for less 
than two hours prior to delivery. 

Conduction anesthesia of all kinds fi 
quently shortens labor by relaxing the soft 
tissue resistance of the birth canal. Labor 
can be slowed, however, if the level of nerve 
block is allowed to go above the desired 
eleventh thoracic vertebra. As seen in table 
2, this occurred in about 13 per cent of the 
cases in this series. Many of these patients 
required only a short time for the level to 
drop. Then good labor was restored. Others 
received small doses of oxytocin in a dilu- 
tion of 1:10, and 7 required oxytocin by in- 
fusion. This has not been a major problem. 


Caudal analgesia reportedly causes a great 
increase in occiput posterior presentation 
and in transverse arrest. In this series, these 
malpresentations occurred in only about 11 
per cent of the cases. As a general rule, ro- 
tation was much easier than under general 
anesthesia because of the great relaxation 
of the soft tissues. More than half required 
only manual rotation. 

Table 4 shows the types of delivery per- 
formed in this series under caudal analgesia. 
The equal incidence of spontaneous and low- 
forceps deliveries is of no significance other 
than to illustrate the point that more than 
80 per cent were easy deliveries. The 15 per 
cent incidence of mid-forceps deliveries is 
admittedly high, but not unexpected. Un- 
der caudal analgesia the abdomino-perineal 


Table 2 
Effects on Progress of Labor 
No. Cases Per Cent 
Not slowed 324 87.3 
Slowed by caudal analgesia 
Slight, required no 


stimulation 13 3.5 
Require fractional 
Pitocin 27 7.3 
Required Pitocin 
infusion 1.9 
47 12.7 
Total 371 100.0 
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Presentations at Time of Delivery 


Occiput anterior 
Occiput posterior 
(a) Required manual rotation 
(b) Required forceps rotation 
Transverse arrest 
(a) Required manual rotation 
(b) Required forceps rotation 
Breech 
Other (one brow and one set twins) 


Table 4 
Types of Delivery 


No. Cases Per Cent 
Spontaneous 151 40.7 
Low forceps 151 40.7 
Mid-forceps 57 15.4 
Breech 12 3.2 
Spontaneous with 
assistance 7 1.9 
Decomposition and 
extraction 5 1.3 
Total 371 100.0 


reflex is abolished and the patient’s ability 
to push in the second stage is greatly re- 
duced. We generally allow at least one hour 
(more often two) after full dilatation to see 
if the patient can push the presenting part 
to the perineum. If no appreciable progress 
is made in that time, however, mid-forceps 
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Fig. 2. Length of caudal analgesia (371 cases). 


No. Cases Per Cent 
318 85.7 
23 6.2 
2.9 
2 3.2 
16 4.3 
10 2.4 
6 1.6 
12 3.2 
2 0.5 


371 


delivery is resorted to without qualms. The 
great majority of these deliveries would be 
classified by Dennen’ as “low-mid,” since the 
head was not quite on the perineum. As with 
the operative rotations mentioned earlier, 
the mid-forceps deliveries were generally 
easier than under general anesthesia. 

It should be noted that 12 breech pre- 
sentations were delivered under caudal 
analgesia. Some doctors consider a breech 
presentation a contraindication to spinal 
and caudal anesthesia. We agree with Nico- 
demus*® that caudal is the preferable method 
of analgesia for a breech presentation. In 
cases where decomposition and extraction 
is to be used, however, an anesthetist should 
be present and ready to give immediate 
general anesthesia in the event of a con- 
striction ring in the irritable uterus. 


Table 5 
Effectiveness and Side Effects 


No. Cases Per Cent 
Good relief 359 96.8 
Partial relief 10 y 
No relief (complete failure) 2 0.5 


Table 5 shows that nearly 97 per cent of 
the patients experienced good relief. The 10 
cases of partial relief may have been due to 
a unilateral effect—perineal relief only, or, 
rarely, abdominal relief with perineal fail- 
ure. It can only be assumed that the catheter 
Was not quite properly placed, or that some 
form of sacral anomaly was present in these 
cases. 

That there were only two complete fail- 
ures deserves comment. When caudal anal- 
gesia was first introduced, it was popularly 
believed that only about 80 per cent of 
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Fig. 3. Decrease of blood pressure during caudal analgesia. 


women were “andidates, the others being 
excluded by s cral anomalies, neurologic, 
psychologic or circulatory defects, and so 
forth. Continued experience has tended to 
convince us that almost any woman can be 
given caudal analgesia with good hope of 
success. In places where the method is not 
well known, a reassuring explanation is, of 
course, in order. 

So-called “pressure pains’ are frequent 
enough to be annoying (18.0 per cent of the 
cases). They consist of a sense of discomfort 
across the lower pelvic region or groin with 
each contraction late in the first stage or 
just prior to delivery. Pain is apparently 
due to pressure of the fetal head on the 
pubic rami, and it seems to occur most fre- 
quently when the infant is large. Light 
Trilene inhalations are occasionally neces- 
sary in the more severe cases. 

The term “shakes” is unscientific but de- 
scriptive of the uncontrolled shaking that 
nearly 20 per cent of the patients exhibited. 
This phenomenon closely resembles a febrile 
chill, but the patient does not complain of 
feeling cold. It is due to an “overdose” of 
Metycaine, with absorption of the agent into 
the circulation faster than the liver can 
detoxify it. The effect is temporary, and 
there were no sequelae in this series. 


Effects on the Mother 


The most frequent effect on the mother, 
other than the excellent analgesia and mus- 
cle relaxation, is a drop in blood pressure. 


This potential hazard is not to be minimized, 
and is one of the reasons that constant 
attention to the patient under caudal anal- 
gesia is mandatory. 

As can be seen in figure 3, the average 
drop in the systolic pressure is about 20 mm. 
of mercury and in the diastolic about 10 mm. 
This hypotension is due to splanchnic pool- 
ing of blood in the lower portion of the body 
owing to the vasomotor block by the con- 
duction anesthesia. It does not constitute a 
state of shock, the pulse remains strong and 
slow, and the patient does not become clam- 
my or apprehensive. 

As the table shows, only a very few pa- 
tients had alarming falls in blood pressure. 
The milder cases of hypotension were easily 
controlled by turning the patient on her 
side, thereby removing the weight of the 
gravid uterus from the vena cava. This sim- 
ple maneuver usually increased the pressure 
by 10 mm. or more. If the pressure fell be- 
low 90/60, oxygen inhalations were routine- 
ly given. If the fall was to a level of 80/50 
or below, 25 mg. of ephedrine was given 
intramuscularly. This measure was neces- 
sary only eight times in this series. Fetal 
anoxia due to maternal hypotension can 
occur but has been extremely rare in our 
experience and was not encountered at all 
in this study. 

Caudal analgesia produces essentially no 
other undesirable effects on the mother. We 
have not yet encountered a drug reaction, 
infection, or any permanent neurologic 
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Table 6 
Side Effects of Caudal Analgesia 
No. Cases Per Cent 


Pressure pains 67 18.0 
“Shakes” 73 19.4 


sequelae. There are no headaches such as 
occur with spinal anesthesia. 


Effects on the Infant 


The relative sa.cty of the fetus with all 
forms of local or evrduction anesthesia as 
compared to general anesthesia is well 
known. Caudal analgesia has no depressing 
effect on the fetus provided the maternal 
hypotension is controlled. Indeed, since little 
or no sedation is needed during the last few 
hours of labor, most of the infants are born 
pink and crying. 


Table 7 
Condition of Infant at Birth 
No. Cases Per Cent 
Good 354 95.4 
Slightly depressed 11 2.9 
Very depressed 4 
Stillborn (both macerated) 2 0.5 


Total 371 100.0 


As seen in table 7, more than 95 per cent 
of the infants in this series cried spontan- 
eously in the first minute after delivery. 
Eleven required a slightly longer time be- 
fore crying, but only 4 required active re- 
suscitative measures. One of these had the 
cord wound tightly around the neck twice; 
the second was erythroblastotic; another was 
post-mature; the fourth had multiple con- 
genital anomalies of which it later died. 
There was one other neonatal death—due to 
hyalin membrane. Both the stillborn infants 
were known to have been dead for some 
time. Caudal analgesia was still the choice 
for these mothers for the relief it afforded 
in labor. Both, however, were given supple- 
mentary light nitrous oxide—oxygen anes- 
thesia for delivery in order to avoid psychic 
trauma. 

Patient’s Acceptance 


The ideal obstetric anesthetic must be not 
only effective and safe but also acceptable 
to the patient. This is particularly true in 
private practice. Table 8 shows tuat more 
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Table 8 
Patients’ Reaction to Caudal Analgesia 
Yes No 
Completely satisfied 354 (95.4% ) 17 (4.6%) 
Would request caudal 
again 358 (96.5% ) 13 (3.5%) 
Table 9 
Comparison with Previous Anesthesia (133 cases) 
No. Cases Per Cent 
Preferred caudal 126 94.7 
Preferred other 5.3 


Total 133 100.0 


than 95 per cent of the patients were com- 
pletely satisfied with caudal analgesia and 
would request it again. The great majority 
of the patients who had had pressure pains 
and “shakes” (table 6) still placed them- 
selves in the “completely satisfied” group, 
thus confirming the opinion that these side 
effects did not offset the analgesic effective- 
ness. 

Of the 133 multigravidas who had had 
some other form of anesthesia, usually gen- 
eral, for a previous delivery, 94.7 per cent 
preferred caudal. It is rare indeed for a pa- 
tient who has been awake for one delivery 
to want to be put to sleep for another one. 


Comment 

The foregoing statistical review has de- 
monstrated that continuous caudal analgesia 
is effective and safe. What other methods of 
anesthesia can offer good results in 97 per 
cent of the cases (table 5)? There have been 
no maiernal deaths and no neurologic se- 
quelae in this series nor in our move than 
13 years’ experience with the procedure. The 
number of newborn infants to cry spontan- 
eously within one minute (95.4 per cent) 
would certainly compare favorably with 
most other forms of obstetric anesthesia. 

The study has also iilustrated some of the 
potential hazards of the method, such as 
hypotension, pressure pains, “shakes,” and 
occasional slowing of labor. These conditions 
are easily controlled by competent and con- 
stant attention to the patient for the entire 
duration of continuous analgesia. This of 
course raises the question of its practical! 
application as a routine procedure in private 
practice. 
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We readily admit that we could not afford 
to use caudal analgesia if we ourselves had 
to sit with patients throughout labor. For 
this reason the labor nurse system has be- 
come well established in, Raleigh. Each ob- 
stetrician has one or two registered nurses 
working for him or, in most cases, for two 
associates. When the method was new, these 
nurses were sent to Baltimore, Philadelphia, 
or New York for several weeks’ training by 
Dr. Hingson or Dr. Edwards. These courses 
are no longer available, but these pioneer 
labor nurses, with the aid of local obstetri- 
cians, have trained their successors down 
through the years. A new nurse will under- 
study a practicing labor nurse for approxi- 
mately six weeks before she will be allowed 
to administer continuous caudal analgesia 
by herself. The caudal technique is easily 
learned; indeed, it is usually mastered much 
more quickly than are rectal examinations. 

The doctor inserts the caudal catheter and 
ruptures the membranes. He may then go 
to the office or to bed. The nurse administers 
the Metycaine, checks the level of anes- 
thesia, the blood pressure, the fetal heart 
sounds, and the progress of labor. She noti- 
fies the doctor when the patient is ready for 
delivery. He naturally gives orders for any 
medication. When stimulation with oxytocin 
is necessary, she is instructed to give frac- 
tional doses of Pitocin in a dilution of 1:10. 
She never gives more than the equivalent 
of 1 minim of undiluted Pitocin. By rule of 
the Department of Obstetrics, Pitocin infu- 
sion is given only when the doctor is in 
attendance. Oxygen by inhalation is given 
freely during labor and routinely for 5 to 
10 minutes prior to delivery. 

The patient pays the labor nurse a stan- 
dard fee for services regardless of the length 
of her attendance during labor. The obstet- 
rician may guarantee his nurse a minimum 
salary per month, but her income is in pro- 
portion to the number of labor cases she 
attends. The work is strenuous and tiresome, 
but the financial reward is relatively good 
as compared with other nursing salaries. 

Under this system, continuous caudal 
analgesia has proved to be a practical, con- 
venient method of pain control, even in a 
private obstetric practice. 
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Summary and Conclusions 


One year’s experience with continuous 
caudal analgesia as a routine technique for 
labor and delivery (371 cases) has been re- 
viewed. 

1. The duration of labor is usually short- 
ened under caudal analgesia as used here, 
but was slowed in some cases (13 per cent). 

2. There were slightly more transverse 
arrests and occiput posterior presentations, 
but owing to the soft tissue relaxation, cor- 
rection was relatively easy. The incidence 
of mid-forcepts deliveries was also increased 
(15.4 per cent) but were also easily man- 
aged. 

3. Caudal analgesia offered excellent anal- 
gesia and relaxation in 97 per cent of the 
patients. 

4. The technique is safe for both mother 
and fetus. There were no maternal deaths 
or injuries, and no post-anesthetic head- 
aches. Some 95 per cent of the infants cried 
spontaneously within the first minute of life. 

5. Hypotension is the greatest single haz- 
ard encountered. This complication can eas- 
ily be controlled by skilled management of 
the patient. 

6. Patients’ acceptance of caudal analgesia 
was high. Ninety-six per cent would request 
it again; 95 per cent preferred it to other 
types of anesthesia they had had previously. 

7. The use of the labor nurse as a member 
of the obstetric team makes the routine use 
of continuous caudal analgesia quite applic- 
able in private practice. 
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Discussion 


Dr. Sam L. Parker, Jr. (Kinston): 
Pain is no longer a necessary component of a 
normal delivery. In our modern age some form 
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of anesthetic is available in standard hospitals 
for every American mother requiring or cesiring 
it; 

One-half of American babies today are being 
born with some form of conduction block anes- 
thesia—that is, two million out of four million 
babies being born each year are delivered with 
regional anesthesia. 

Hingson stated in 1945 that continuous caudal 
anesthesia, when properly administered, will com- 
pletely relieve the pain of labor and delivery. 
Nevertheless, the limitations of the technique 
should be evaluated. It is not a procedure to use 
in the home and in the poorly staffed hospital. 
This eliminates more than 70 per cent of Amer- 
ican births from consideration. In addition, 40 
per cent of mothers delivered in well staffed ma- 
ternity units present contraindications prohibit- 
ing its successful use. Thus, if every hospital in 
the United States utilized this form of obstetric 
management in every suitable case, only 12 per 
cent of women would benefit from this form of 
pain relief. The truth remains that not more than 
one hospital in ten is utilizing this technique at 
all. Less than 1 per cent of American mothers 
will accept this method. 

The follow‘ng conditions are contraindications 
to the method: 

1. An easy, almost precipitate labor, or delivery 
in less than 40 minutes after the patient’s arrival 
at the hospital. (These patients need only whiffs 
of gas.) 

2. Apprehensiveness, nervousness, and the de- 
sire to be asleep during delivery. 

3. Gross deformities or disease of the central 
nervous system, or emotionally unstable person- 
alities. 

4. Extreme obesity—because of the technical 
difficulties involved. 

5. Local infection or the presence or history of 
piloidal cysts. 

6. Profound anemia and dehydration, unless 
supplementary oxygen inhalation or intravenous 
fluids are given. 

7. Obstetric complications — placenta previa, 
abruptio placenta, monstrosities, predetermined 
stillbirths, and others. 

8. A history of sensitivity to the analgesic 
agent. 

The successful use of caudal analgesia will de- 
pend upon organization and teamwork between 
the obstetric and anesthetic staff, with an ade- 
quately trained nursing supplement. Procedures 
that should be adopted are: 

1. The physician using the technique should 
have a period of special training. 

2. The patient should be surrounded with such 
safeguards as readily available oxygen, vasopres- 
sors, and sterile lumbar puncture needles for 
withdrawing the occasional inadvertent massive 
spinal injection. 
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3. Use of the Bishop X-rey for study of the 
sacrum to rule out anomalies. 

Continuous caudal anesthesia should not be 
continued indiscriminately. It was designed to 
relieve the pain, not the early discomfort, of 
labor. 

In 1958 the Lenoir Memorial Hospital at Kin- 
ston had a total of 1,020 deliveries. Anesthetic 
methods used during this period were as follows: 


No. Per Cent 


Trilene (trichloroethylene) 594 58.2 
Pudendal block and Trilene 150 
Local infiltration and Trilene 63 
Gas-oxygen-ether 8 
Saddle block 48 
Spinal anesthesia for cesarean 

and terminal 17 
Caudal analgesia 9 
Hypnosis and pudendal block 2 
None 18 


The types of deli: cry performed in the same 


period were: 
No. Per Cent 


Spontaneous 790 77.4 
Low forceps 147 14.4 
Mid-forceps extraction 4 
Mid-forceps rotation and 
extraction 8 
12 1.1 
Breech presentation 53 5.2 
Spontaneous 7 
Assisted 19 
Extraction 23 
Decomposition and 
extraction 3 
Version and extraction 1 
Compound pres. 1 0.1 


It can be seen that the incidence of spontaneous 
deliveries in our hospital was 77.4 per cent, and 
the incidence of total operative procedures, in- 
cluding cesarean sections, was 21 per cent. The 
percentage of low-forceps deliveries was only 
14.4, and of mid-forceps rotations and extractions 
1.1. There were 11 cesarean sections, for a rate 
of 1.1 per cent. 

The author’s percentage of mid-forceps de- 
liveries is high (15.4), and I wonder if it could 
not have been decreased with the use of Pitocin 
stimulation by the infusion method. Mid-forceps 
deliveries usually result in other complications, 
which were not mentioned. The length of labor 
was prolonged with the use of caudal analgesia. 
Thirty per cent of the primigravidas were in 
labor 16 hours or longer, and 11 per cent of the 
multiparas were in labor longer than 16 hours. 
The use of caudal analgesia from the outset for 
decomposition and extraction is questionable. A 
general anesthetic is indicated for this operative 
delivery. 

In our small community hospital we do not 
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have the trained personnel nor the time to sit 
with the patient, as required by the continuous 
caudal method; neither do we have round-the- 
clock coverage by the anesthesia department for 
general anesthesia. Therefore we are forced to 
use other methods. When patients request it and 
when it is feasible, we may employ the terminal, 
simplified technique of caudal anesthesia. With 
this method the only equipment needed is a prep 
forceps and agent, a 30 cc. syringe and a 1% inch 
22 gauge needle and 30 cc. of a 1.5 per cent solu- 
tion of xylocaine. The needle is introduced be- 
neath the sacrococcygeal ligament in proximity to 
the caudal canal. The injection is made, and if 
the needle is properly placed, the agent will flow 
superiorly into the sacral canal. If improperly 
placed, a subcutaneous swelling is noted. The 
only disadvantage is that the analgesic effect 
lasts less than two hours; however, this is all 
the time needed for many multiparas. 

The advantages of the method are: 

1. It is a simple manipulation, requiring no 
special needles or equipment. 
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2. There is little trauma or pain. 
3. Subarachnoid injection is impossible. 


4. Most sacral abnormalities do not prevent 
block. 


5. The patient’s position is not important. 
6. Bleeding is rare. 
7. There are no broken needles. 


The conduction block technique that we use 
most often in our hospital is the regional puden- 
dal nerve block, which in our practice is far 
more practical, much easier to administer, and 
without doubt the safest of all obstetric anes- 
thetics. Uterine contractions are not affected in 
any way. Good anesthesia of the pelvic floor re- 
sults, but since the bearing-down reflex is abolish- 
ed, the patient must be encouraged to bear down. 
This method is satisfactory for spontaneous de- 
liveries, low forceps deliveries, spontaneous 
breech deliveries, for low forceps to the after- 
coming head, and for episiotomy and perineorr- 
haphy. 


Vitamin Supplements and the Incidence of Colds 
in High School Basketball Players 


A Preliminary Report 


FRANK E. BArRNEs, JrR., M. D. 


SMITHFIELD 


The incidence of colds among players on 
high school basketball teams can be a very 
real problem from the point of view of win- 
ning games and league championships. This 
is important to the teen-ager and to the 
school, and is part of the larger problem of 
keeping this age group in good health and 
able to do its best both in athletic and aca- 
demic activities. 

It has been recognized for some time that 
during periods of rapid growth nutritional 
requirements are greatly increased. The nu- 
tritional needs of infants and young child- 
ren during their development have received 
much attention, but the adolescent does not 
always get his share of attention. Many 
adolescents eat too little, and many more 
eat poor combinations of food'. A number of 
surveys of the diets of teen-agers indicate 
that they do not receive enough vitamins. 
One survey” indicated that supplemental vi- 


tamins and minerals given to school children 
resulted in significant gains in both aca- 
demic attainment and growth. The ratio of 
growth increased from the tenth year to the 
degree that “in the girl’s thirteenth year, 
and the boy’s sixteenth year, the ratio of 
gain is double that seen in the early years 
of school life.”* In discussing adolescents, 
Fischer‘ states that “subclinical vitamin de- 
ficiency is quite common in this age group 
and in some instances there may even be 
typical avitaminoses.” 

A recent report® on the basis for concern 
about the diet of teen-agers states that “there 
is little question that this age group as a 
whole practices limited judgement in the 
choice of total food eaten.” Two of the short- 
comings cited are suboptimal supplies of 
vitamin A and insufficient ascorbic acid. The 
stresses which occur during adolescence 
are also discussed—accelerated growth and 
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VITAMIN SUPPLEMENTS IN ADOLESCENTS—BARNES 


Table 1 
Composition of Theragran-M Tablets 


Vitamin A 

Vitamin D 

Vitamin K 

Thiamine mononitrate 
Riboflavin 

Pyridoxine hydrochloride 
Vitamin B12 activity concentrate 
Folic acid 

Niacinamide 

d-Calcium pantothenate 
Ascorbic acid 

Vitamin E 

Calcium 

Iodine 

Iron 

Potassium 

Copper 

Manganese 

Magnesium 

Zine 


inefficient use of certain important sub- 
stances as a result of frequent, important 
emotional problems. 

Although boys and girls playing basket- 
ball are usually in good physical condition 
as compared with the majority of high school 
students, they have the added stress of 


greater and more frequent exposure to 
changes in temperature, since they play in 
hot gymnasiums, take showers, and go out 
into cold air on repeated occasions. 


Materials and Methods 


In North Carolina it is well known that 
high school students eat a poorly balanced 
diet. Recent studies made by student nurses 
from the University of North Carolina Nurs- 
ing School revealed that the majority of the 
students have an inadequate diet. A very 
small percentage drink a glass of milk a 
day, but many seem to survive on hot dogs 
and cola drinks. As a means of supplement- 
ing these diets and of observing the effects 
of multivitamins in fortifying the students 
against winter ills, a program was worked 
out with the staff and students of the Smith- 
field, North Carolina, High School. The 
school officials were enthusiastic, and co- 
operated in keeping daily charts on the pro- 
gress of the study. 

High levels of ascorbic acid were con- 
sidered to be necessary to ward off the usual 


Contents of One Tablet 
25,000 U.S.P. units 
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mg. 
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mcg. 
mg. 
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mg. 
mg. 
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mg. 
mg. 
mg. 
mg. 
mg. 
mg. 
mg. 
mg. 


run of colds, a fact that was taken into con- 
sideration in the choice of a supplemental 
vitamin preparation. Theragran-M* was 
chosen after the many vitamin preparations 
available were evaluated for the present pur- 
pose. The composition of this preparation is 
given in table 1. 

The boys’ and girls’ basketball teams, 26 
players in all, were examined for upper res- 
piratory infections, and histories of recent 
colds or sore throats were taken before the 
study was begun. When first seen, 7 boys 
and 4 girls had colds or evidence of recent 
upper respiratory infection. None was se- 
verely ill. 

The coaches of the teams were put in 
charge of dispensing the vitamin tablets, one 
of which was given to each player every 
day for approximately seven weeks. If a cold 
or sore throat was reported either at prac- 
tice or before a game, this was recorded. 
Each player was given a supply of tablets 
to take over the week-end while he was at 
home. An attempt was made to keep the 
players on the vitamin preparation for the 
full seven days of every week. Sixteen other 
boys and girls of the same age and back- 
ground as the players served as a control 
group and reported daily to the coaches. 


*Supplied by The Squibb Institute for Medical Research, 
New Brunswick, New Jersey. 
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Table 2 


The Effect of Vitamin Supplements on the Incidence of Colds 
in High School Students 


(Total Study Period, 848 Days) 


Control Group (8 boys, 8 girls) Group Receiving Vitamins 
Boys (10) Girls (13) 
January 13 to March 6 January 13 to March 6 January 13 to February 26 
Sex No.Days No.Days Boys Daysof Dayswith Girls Days of Days with 
with Colds Absent Medication Colds Medication Colds 
JB* F 10 EB 38 PA 43 
SC F 7 2 RB 47 2 AB 43 aoe 
BC F 4 es CW 47 1 MAB 43 5** 
BCr F 9 3 PE 47 24 LB 43 0 a 
MD F 4 MG 47 BLC 43 0 
SNH F = SBMc 46 1 PE 43 0 , 
KJ* F 19 = JO 42 2 PH 41 0 
JO F NL 43 3 
TH 47 1 
TE M 6 = DL 46 3 MC 43 0 
BG M 11 a SS 46 1 AC 43 0 
JOg M 8 1 LH 43 1 
TO M 9 2 SH 42 0 
CO* M 7 a BBt 22 07 
JS M 
BW M 
CY* M 9 
16 110 8 10 454 16 13 535 18 
* At least two colds 
** Very light colds 
*** One day each, mild colds 
+ Added to group during third week of study 
“Flu” for five days 
Records of absences from classes for all coaches changed the procedure and gave 
students in both groups were also kept. The both groups their vitamin preparation after 
parents and, if necessary, the family physi- the practice sessions or games, the symp- 
cian were consulted before the medication toms subsided. One boy, however, stopped 
was initiated. Only two parents asked that taking the preparation during the third 
their children not be given the vitamins, week of the study at the request of his 
since these children were on special diets parents, who felt that it might be causing 
and were receiving other vitamin prepara- his vague abdominal complaints. Another 
tions at that time. boy stopped taking the vitamins during the 


fourth week of the study because he thought 


seacucad the tablets were causing indigestion. The 
Experimental groups rest of the players experienced no other 
The results are summarized in table 2. symptoms during the remainder of the 
Almost from the start of the experiment study. 
there were complaints among the boys who The girls’ basketball team was made up of 
had been receiving their tablets just before 13 players, one of whom refused to take the 
practice, of abdominal cramps and some preparation being tested since she was on a 
diarrhea (6 boys complained of this condi- diet. The group as a whole, consisting of 12 
tion during the first week). None of the players, had 19 days of colds and five days 
girls who received the tablets just after of “flu.” One girl reported a cold for nine 


practice had these symptoms. When the days, another a cold for five days. Two girls, 
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Long ago men realized that, fora 
tree to withstand the storm, its 


roots must reach deep as its 


branches spread high. 


eee 


The strength of Blue Shield is the 
strength of the medical profession. 
‘They sustain each other as do 
root and branch. As one doctor put 
it: “I believe that free medicine can 
survive only with Blue Shield. 
They are not identical entities, but 
they are so mutually interdepend- 
ent that neither one will go much 


farther without the active support 


of the other.” BLUE SHIELD 


HOSPITAL SAVING ASSOCIATION, CHAPEL HILL 


XX\ 


extra 
antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethyichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE 
CTIVITY A 


CTIVITY 


WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


150mg. 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 


TRACYCLINES— PEAKS AND V 
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retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


LOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


a COST UNTIL AGE 35 COST FOR AGES 35 TO 70 

Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 

Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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total of 19 days when colds were reported. 
One of these two girls on four days, had 
only suggestive symptoms of a cold. It is 
noteworthy that only two days were missed 
by the entire group of 12 girls during their 
seven weeks of school. A new girl joined the 
team in the third week of practice and 
promptly had a case of influenza lasting five 
days. During the time of the study, 535 
tablets were dispensed to the girls, and no 
ill effects were observed in this group. 


AVERAGE NUMBER OF DAYS WITH COLOS 


16 Controls 6.9 


AVERAGE STUDY PERIODS 53 Oars 
DAYS 


Fig. 1 


The boys’ basketball team was also made 
up of 13 players at the beginning of the 
study, but 3 boys stopped taking the vita- 
mins before it was completed. A total of 
454 tablets were dispensed. The majority of 
colds in the boys’ basketball team were not- 
ed during the first week of practice—four 
days of colds involving 3 boys—and only two 
days of school were missed out of the entire 
eight weeks. 

An unusual circumstance was that 7 boys 
reported with colds on the same day in the 
fourth week, but none was noted to have 
any cold the rest of the week. They had 
played a hard, rough game the night before, 
a circumstance that was repeated during 
the sixth week, when 6 players reported for 
practice with colds on a Monday, but no 
colds appeared during the rest of the week. 
It was questioned whether this was just the 
effect of strenuous exercise or undue activ- 
ity over the week-end, since the colds com- 
pletely disappeared in a 24-hour period. A 
total of 13 days with colds were reported by 
this group in two days, and none thereafter. 
An aggregate of 16 days with colds was re- 
ported by members of the boys’ basketball 
team. 


VITAMIN SUPPLEMENTS IN ADOLESCENTS—BARNES 


therefore, were responsible for 14 of the 


Control Group 


The control group, made up of 8 boys and 
8 girls, differed markedly from the two 
groups receiving vitamins as to the total 
number of days on which colds were report- 
ed, and the days missed from school. This 
control group reported 110 days with colds 
out of a total number of 848 days. Five of 
the group had colds twice during the period 
of the study, and only 3 out of the entire 
group had no colds or other sickness at any 
time during the study. Eleven had at least 
one week of colds. Three had 10 or more 
days of colds or evidence of influenza. The 
group as a whole missed eight days of 
school. 
Comment 


The coaches and the school officials noted 
a definite improvement in the students given 
the vitamin supplementation, both in their 
attitudes and playing ability, from that ob- 
served in previous years when no supple- 
ments had been given. The coaches were 
enthusiastic about the greatly reduced num- 
ber of absences from practice and games. 
They are interested in continuing the vita- 
min supplements in future years, not only 
with the basketball teams but also with the 
football teams, since the bitter, cold weather 
of October and November is usually produc- 
tive of colds and disrupts the athletic pro- 
gram. 


Summary and Conclusions 


1. Records were kept of the incidence of 
colds for approximately eight weeks in a 
total of 39 high school students. Of this 
group, 13 girls and 10 boys received Thera- 
gran-M (a multivitamin supplement), and 
regularly 16 boys and girls of comparable 
age and background served as controls. The 
two groups who received the vitamins were 
members of the basketball teams. 

' 2. The control group reported with colds 
on an aggregate of 110 days during the study 
period. The 10 boys who received 454 Thera- 
gran-M tablets reported colds on 16 days, 
and the 13 girls who received 535 tablets 
reported colds on 18 days. This was an 
average incidence of 6.9 days of colds for 
the controls, but for those who received vi- 
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tamins it was 1.6 days for the boys and 1.3 
days for the girls. 

3. Although the number of students in 
the two groups was small, it is believed that 
the vitamins definitely improved the health 
of the students. It is suggested that all high 
school students need multivitamin supple- 
ments, particularly during strenuous ath- 
letics in the fall and winter months. 
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Report from 
The Duke University 


Poison Control Center 
J. M. Arena, M.D., Director 


LEAD POISONING 

While lead poisoning ordinarily suggests 
a slowly developing occupational disease of 
adults, in children there can be acute mani- 
festations characterized by stupor, convul- 
sions, and coma—the features of an encep- 
halopathy—and_ progression to sudden 
death. 

Lead poisoning in children is still too fre- 
quent. The reforms that were adopted with 
awareness of the toxicity of lead—such as 
avoiding its use for interior paints—did not, 
unfortunately, remove older buildings from 
the scene. Furthermore, outdoor house 
paints may still contain lead. The policy of 
not using lead paint on toys, or lead in 
“lead” soldiers, does not protect children 
from imported playthings or older parapher- 
nalia that may be as hazardous as ever. Be- 
sides the normal curiosity typical of small 
children, there is often a craving for unusual 
things to eat (pica), including flakes of 
old paint. 

Lead poisoning is most frequent in child- 
ren 1 to 5 years of age, and occurs especially 
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during the summer months, possibly because 
vitamin D may enhance the absorption of 
lead in the same way as that of calcium. 
Lead is thus absorbed chiefly from the diges- 
tive tract and is distributed throughout the 
viscera, especially in the liver and kidneys, 
until it is taken up and stored in the skele- 
ton as an insoluble, biologically inert, ter- 
tiary lead phosphate. Like calcium it can be 
mobilized from the skeleton in metabolic 
states such as acidosis, or conversely, can 
be deposited from the circulation during 
alkalosis. In addition, poisoning can be 
caused by absorption of lead through the 
skin and by inhalation. Since the use of 
lead-containing ointments and wet dressings 
has been discarded by dermatologists, in- 
toxication by absorption is rarely encounter- 
ed. However, when lead enters the body 
through the respiratory tract, signs of in- 
toxication develop more quickly than when 
tenfold the amount is ingested. Epidemics 
of severe poisoning with tragic involvement 
of the central nervo's system resulting from 
the inhalation of lead fumes from the burn- 
ing storage battery boxes for fuel have been 
reported in Baltimore, Philadelphia, Detroit, 


and other cities. 
Diagnostic Criteria 
1. Clinical and Laboratory Criteria 
A. Gastrointestinal Manifestations 
One or more of the following: 
(1) Anorexia 
(2) Intermittent vomiting 
(3) Abdominal pain 
(4) Constipation 
B. Manifestations of the Central Nervous 
System 
One or more of the following: 
( 1) Irritability 
( 2) Drowsiness 
3) Persistent vomiting 
4) Incoordination 
5) Convulsions 
6) Coma 
7) Weakness or paralysis 
8) Hypertension 
( 9) Papilledema and/or optic atrophy 
(10) Paralysis of one or more cranial nerves 
(11) Elevated protein content of the cere- 
brospinal fluid 
(12) Cerebrospinal fluid pleocytosis 
(13) Elevated cerebrospinal fluid pressure 
C. Hematologic Manifestations 
One or both of the following: 
(1) Hypochromic microcytic anemia 
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(2) A significant degree of basophilic stip- 
pling of the red blood cells 
(3) 75-100 per cent red fluorescence in 
erythrocytes examined under ultraviolet 
light 
. Excessive Coproporphyrinuria 
. Urinary findings 


One or both of the following: 
(1) Glycosuria 
(2) Amino-aciduria 

F. The demonstration of increased radiologic 

density at the metaphyses of long bones 
. Criteria for Lead Absorption 

The following findings present evidence of 

absorption of lead in quantities that are known 

to be capable of inducing intoxication. 

A. A concentration of lead in the blood, as 
determined by a method of known high 
sensitivity and precision, of 0.08 mg. per 
100 Gm. of whole blood or greater. Values 
of 0.06-0.08 mg. per 100 Gm. of whole blood 
are indicative of abnormal absorption of 
lead, but often not a degree of absorption 
which is capable of inducing symptoms of 
intoxication. Repeat determinations are 
preferred. 

. Urinary excretion of lead, as determined by 
methods of analysis of known high sensi- 
tivity and precision, in amounts of 0.08 mg. 
or more per 24 hours in patients not re- 
ceiving treatment to increase lead excretion. 
Repeat determinations are preferred. 

3. Exposure to a Lead Source 
A confirmed history, by chemical identifica- 
tion of the source, of exposure to lead of 
such a severity and of such duration as to 
be indicative of a dangerous degree of ab- 
sorption. 


Clinical and Laboratory Criteria 


The child who is poisoned by lead will 
have taken in and absorbed dangerous a- 
mounts of the material. The presence of 
clinical and laboratory manifestations in 
such a child enables a diagnosis of lead 
poisoning to be made. 

Manifestations included under clinical and 
laboratory criteria are nonspecific, since any 
of them can be found in other illnesses. Even 
the increased radio-opaque areas or lines at 
the metaphyses of the long bones are not 
specific indications of lead absorption, for 
these are seen with other diseases—for ex- 
ample abnormal absorption and storage of 
other heavy metals and healing rickets. Such 
lines are not indicative of intoxication, but 
occur so frequently in small children who 
are absorbing abnormal amounts of lead as 
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to serve as a warning. A child exhibiting 
this manifestation should be investigated 
carefully with respect to the amount of lead 
absorbed. 

When any two of the criteria listed under 
clinical and laboratory criteria for lead occur 
together with one of the criteria for lead 
absorption, a diagnosis of lead poisoning 
may be made. 

Two or more of the clinical and laboratory 
criteria listed may be used to make a pre- 
sumptive diagnosis of plumbism in children 
with early manifestations of increased intra- 
cranial pressure; such children require re- 
moval from the source of lead and emerg- 
ency treatment. A delay in treatment while 
a blood or urine analysis for lead is being 
performed may be hazardous. Edathamil 
calcium disodium (calcium EDTA or edatha- 
mil) therapy can be instituted while blood 
or urine determinations are being perform- 
ed. Treatment can be stopped if repeated 
lead analyses show the provisional diagnosis 
to be in error. 

The central nervous system is frequently 
involved in children with lead poisoning. 
When involvement is such that abnormal 
cerebrospinal fluid findings such as increas- 
ed pressure, elevated protein and variable 
cell count up to 100, almost all lymphocytes, 
become manifest, the diagnosis of lead 
poisoning with encephalopathy may be 
made. 

Excessive coproporphyrinuria is a con- 
stant finding in acute episodes, and the 
urinary porphyrin test is a simple and quick 
screen test for lead intoxication. It is based 
on the fact that a normal constituent of 
urine, porphyrin (principally coproporphy- 
rin type III) is increased in lead poison- 
ing. Theories differ as to its origin, some 
investigators believing that it is the product 
of faulty synthesis of hemoglobin, others 
that it represents the result of a break-down 
of hemoglobin. 


Urinary porphyrin test 


Method 
. Pipette 10 ce. of a “random” sample of urine 
into a screw top tube. 
. Add 2 drops of glacial acetic acid. 
Add 2 drops of hydrogen peroxide. 
Add 2 cc. of ether. 
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3. Mix gently in screw top tube. 

4. Let stand 30 minutes. 

5. View in dark room using an_ ultra-violet 

lamp. 

6. Record any pink fluorescence of the surface 

ring as positive. 

There is no correlation between the quan- 
titative amount of lead in the urine and the 
presence of a positive porphyrin reaction. 
The test may vary from positive to negative 
in the course of a few months’ time, or it 
may stay positive long after cessation of ex- 
posure to lead when damage supposedly 
exists. 


Criteria for lead absorption 


Once the suspicion of lead poisoning is 
aroused, the most important single con- 
sideration in the differential diagnosis is 
whether or not lead has been absorbed in 
quantities sufficient to induce illness. This 
can best be demonstrated by determining 
the lead content of the blood. The threshold 
value cited above, 0.08 mg. of lead per 100 
Gm. of whole blood, is a critical one. Lead 
concentrations between 0.06 and 0.08 mg. 
per 100 Gm. of whole blood are indicative 
of abnormal absorption of lead, but often not 
of a degree which is capable of inducing 
syniptoms of intoxication. 

Extensive studies have been made on the 
variability of the concentration of lead in the 
blood and urine of adults and children, both 
under ordinary circumstances and under 
conditions of abnormal exposure to lead. In 
a group of children between the ages of six 
months and four years, in whom there was 
no evidence of abnormal intake and absorp- 
tion of lead, the average blood lead concen- 
tration was 0.027 mg. per 100 Gm. of blood. 
In a recent report the upper normal limit 
of blood lead concentration in young child- 
ren is stated to be 0.05 mg. per 100 Gm. of 
blood. 

(To Be Continued) 
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SPECIAL REPORT 


REPORT ON ACTIONS OF THE HOUSE 

OF DELEGATES, AMERICAN MEDICAL 

ASSOCIATION FOURTEENTH CLINICAL 
MEETING* 


November 28 - December 1 
Washington, D. C. 


A scholarship and loan program for med- 
ical students, the status of foreign medical 
graduates, an A.M.A. membership dues in- 
crease, the expansion of voluntary health 
insurance, health care for the aged, and new 
developments in polio vaccine were among 
the major subjects acted upon at the Amer- 
ican Medical Association’s Fourteenth Clin- 
ical Meeting held in Washington, D. C., 
November 28 - December 1. 

Named as 1960 General Practitioner of 
the Year was 44 year old Dr. James T. Cook 
of Marianna, Florida, who was selected for 
his dedication to both medical practice and 
service to the community. Dr. Cook is the 
fourteenth recipient of the award. 

Speaking at the Monday opening session, 
Dr. E. Vincent Askey of Los Angeles, A.M.A. 
President, called upon the delegates to sup- 
port not only existing A.M.A. programs but 
also expansion of new programs necessary 
to meet the challenges of society. Dr. Askey 
assured the new administration in Washing- 
ton of cooperation whenever and wherever 
possible, but emphasized that the A.M.A. 
will not change its policies merely for the 
sake of conformity. 

Total registration reached 8,170, made up 
of 3,940 physicians and 4,239 guests. 


SCHOLARSHIP AND LOAN PROGRAM 


The House of Delegates approved a schol- 
arship and loan program proposed by the 
Special Study Committee of the Council on 
Medical Education and Hospitals, and also 
urged that there shall be local participation 
in the program at the state and county level. 
In commenting on the two-part program, 
the House approved the following statement 
by the reference committee: 

This proposed program will provide concrete 

* This report was submitted for publication by Dr. Elias 


S. Faison, Secrstary of the North Carolina delegation to 
the House of Delegates, American Medical Association. 
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evidence of the American Medical Association’s 
sincere desire to attract increasing numbers of 
well qualified young people to enlarge the ranks 
of our profession. Your reference committee re- 
cognizes that the program is wisely designed to 
allow for its enJargement through the support 
of individual physicians and other groups. Your 
reference committee was impressed with the en- 
thusiastic support of this proposal indicated dur- 
ing the course of the discussion. There was in- 
dicated a desire that in the final formulation of 
the administrative details of this program, pro- 
vision be made for widespread participation by 
individual physicians as well as county and state 
medical societies. The program will clearly assist 
in securing highly talented individuals whose 
ability and leadership in all areas of medicine 
will be fostered and at the same time will bring 
needed financial assistance on a broad basis to 
medical students under a system in keeping with 
this Association’s belief in individual respon- 
sibility. 


FOREIGN MEDICAL SCHOOL GRADUATES 


Meeting the problem of foreign medical 
graduates, the House of Delegates adopted 
a report which included the following state- 
ments: 

In order that those foreign physicians who 
have not yet been certified by the Educational 
Council for Foreign Medical Graduates might be 
given further opportunity to enhance their med- 
ical education, hospitals would be encouraged to 
develop special educational programs. Such pro- 
grams must be of educational worth to the 
foreign graduate and must divorce him from any 
responsibility for patient care. Foreign physi- 
cians may participate in these programs until 
June 30, 196i, with approval of the Department 
of State so that their exchange visa will not be 
withdrawn before that time. This will also allow 
the non-certified foreign physician the opportun- 
ity to take the April, 1961, Educational Council 
for Foreign Medical Graduates examination. 


A.M.A. DUEs INCREASE 


The House approved a Board of Trustee 
report which announced that a dues in- 
crease would be recommended at the annual 
meeting in June, 1961. The report indicated 
that the amount would be not less than $10 
and not more than $25, to be effective Jan- 
uary 1, 1962. The Reference Committee ask- 
ed the Board to consider an increase in the 
annual dues of $20.00, to be implemented 
over a period of two years: $10.00 on Jan- 
uary 1, 1962, and $10.00 additional on Jan- 
uary 1, 1963. 
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The House suggested that these funds be 
used to inaugurate or expand a number of 
programs including: 

1. Financial assistance to medical stu- 
dents. 

2. Continuing education for practicing 
physicians. 

3. Health advice to the lay public. 

4. Medical research. 

5. The expansion by the Communications 
Division of its program of faithfully portray- 
ing the image of the American Medical As- 
sociation. 

It is important, the House emphasized, 
that the Board of Trustees report recom- 
mending a dues increase be transmitted in 
essence to the grass roots level. 


VOLUNTARY HEALTH INSURANCE 


In place of a Board of Trustees report and 
three resolutions, the House adopted the 
following substitute resolutions: 


Whereas, It has been widely recognized that 
voluntary health insurance is the primary alter- 
native to a compulsory governmental program; 
and 

Whereas, The public has shown its confidence 
in this voluntary system; and 

Whereas, Current social, political and economic 
developments compel a new and revitalized effort 
to make voluntary hexith insurance successful; 
and 

Whereas, The American Medical Association 
has consistently pledged itself to make available 
the highest type of medical care; therefore be it 

Resolved, That the House of Delegates direct 
the Board of Trustees and the Council on Med- 
ical Service to assume immediately the leadership 
in consolidating the efforts of the American Med- 
ical Association with those of the National Asso- 
ciation of Blue Shield Plans, the American Hos- 
pital Association and the Blue Cross Association 
into maximum development of the voluntary, 
non-profit prepayment concept to provide health 
care for the American people; and be it further 

Resolved, That similar leadership be under- 
taken to coordinate the efforts of private insur- 
ance carriers through conferences with their 
national organizations; and be it further 

Resolved, That, where feasible, efforts be made 
to cooperate witn representatives of other types 
of medical care plans, other professional groups, 
and representatives of industry, labor and the 
public at large. 


HEALTH CARE FOR THE AGED 


The House reaffirmed the Association’s 
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support of the Kerr-Mills Bill, which was 
passed last summer, and its opposition to 
any legislation involving the use of the 
OASDI mechanism for medical aid to the 
aged. The delegates also urged all state and 
local medical societies to cooperate with the 
appropriate state officials and provide leader- 
ship in implementing the provisions of the 
Kerr-Mills Bill. 

In connection with health care for the 
aged, the House suggested further experi- 
mentation in home care programs, home- 
maker services, and visiting nurse services. 
The delegates also recommended an increas- 
ed emphasis at all levels of medical educa- 
tion on the new challenges being presented 
to physicians in the health care of older 
persons. 

PoLiIo VACCINE 


The House agreed with a Board of Trus- 
tees report which said: 


In view of the fact that oral polio vaccine 
will not be generally available in sufficient 
quantity in 1961 for any large scale immunizing 
effort, the Board of Trustees of the A.M.A. 
strongly recommends that the medical profes- 
sion encourage the widest possible use of the 
Salk vaccine for the prevention of poliomyelitis. 
The Salk vaccine has been proved to be effec- 
tive and since there are still many segments 
of the population not immunized against polio- 
myelitis every effort should be made to en- 
courage the general public to take advantage 
of the Salk vaccine without delay. 


The Board report was amended to sug- 
gest that a proper committee be established 
by the A.M.A. to study the problems in- 
volved in administration of the new oral 
polio vaccine and to establish guides for 
physicians to follow when they are ap- 
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proached by various groups and asked for 
their support in administering oral polio 
vaccine. 

MISCELLANEOUS ACTION 


In considering a wide variety of resolu- 
tions and annual and supplementary reports, 
the House also: 

Approved continuing study and periodic 
re-evaluation of the trend toward locating 
physician's offices in or adjacent to hos- 
pitals; 

Directed the Committee on Medical Care 
for Industrial Workers to carry out its du- 
ties as previously instructed and to prepare 
guides for physician relationships with 
medical care plans in conformity with the 
clear policies already laid down by the House 
of Delegates; 

Approved a set of guides relating to drug 
expenditures for welfare recipients; 

Asked the Board of Trustees to study the 
question of blood replacement responsibility 
and also the matter of establishing health 
insurance fee schedules for surgical assis- 
tants; 

Urged the Board to make every effort to 
reduce the number of physicians who are 
non-dues-paying members and approved a 
three-year study report on the relationships 
of physicians not in private practice to or- 
ganized medicine; 

Requested the Board to present a com- 
pleted retirement and disability insurance 
program for A.M.A. members at the June, 
1961, meeting, and 

Agreed that the General Practitioner of 
the Year Award should be continued as at 
present. 

F. J. L. BLASINGAME, M.D. 


Amongst the essential tools in a doctor’s kit is a nature with a 


southern exposure that brings optimism and hope to his patient. But an 
even more effective tool is the habit of worrying about those who entrust 
their health to him.—Levine, S. A.: Worry—Where Will It Get You? 


The Pharos 23: 213 (Oct.) 1960. 


Bie” 
; 
4 
i 
F 


EDITORIALS 31 


The Medical Society of the State of North Caro- 
lina, under the direction of its Editorial Board. 


EDITORIAL BOARD 
Wingate M. Johnson, M.D., Winston-Salem 
Editor 
Miss Louise MacMillan, Winston-Salem 
Assistant Editor 
Mr. James T. Barnes, Raleigh 
Business Manager 


Ernest W. Furgurson, M.D., Plymouth 
John Bord -n Graham, M.D., Chapel Hill 
G. Westbrook Murphy, M.D., Asheville 
William M. Nicholson, M.D., Durham 
Robert W. Prichard, M.D., Winston-Salem 
Charles W. Styron, M.D., Raleigh 


Address minuscripts and communications regarding 
editorial matter to the 
NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem 7, N. C. 
Questions relating to subscription rates, advertising, etc., 
should be addressed to the Business Manager, 203 Capital 
Club Build‘ng, Raleigh, N. C. All advertisements are ac- 
cepted subject to the approval of a screening committee 
of the State Journal Advertising Bureau, 510 North Dear- 
born Street, Chicago 10, Illinois, and/or by a Committee of 
the Editorial Board of the North Carolina Medical Journal 
in respxct to strictly local advertising accepted for ap- 
pearance in the North Carolina Medical Journal. 
Annual :ubscription, $5.00 Single copies, 75¢ 
Publication office: Graphic Press, Inc., 324 South 
Blount Street, Raleigh, N. C. 


JANUARY, 1961 


THE A.M.A. CLINICAL SESSION 


Elsewhere in this issue will be found a 
summary of the actions of the House of 
Delegates as prepared by the efficient Exec- 
utive Vice President of the A.M.A., Dr. F. 
J. L. Blasingame. This summary relieves the 
secretary of the North Carolina delegation 
from the task of preparing a report. A few 
items of interest to North Carolina doctors, 
however, should be added. 

Dr. Charles F. Strosnider, chairman of the 
North Carolina delegation, had to miss his 
first meeting in many years because of ill- 
ness. It is good to know that he is now much 
improved. His place was taken by his alter- 
nate, Dr. Edward W. Schoenheit, who at- 
tended every meeting faithfully. Other dele- 
gates from North Carolina were Drs. Millard 
D. Hill of Raleigh and Elias S. Faison of 


Charlotte. Dr. Wingate Johnson was ex- 
officio member as a former trustee. 

The North Carolina Delegation introduced 
a resolution asking that the A.M.A. oppose 
the ambulatory clinic plan of treating nar- 
cotic addictions and support measures to 
require civil commitment of drug addicts 
for treatment in a medically managed insti- 
tution; encourage measures to rehabilitate 
the addict; and establish methods for dis- 
seminating factual information on narcotic 
addiction to members of the medical pro- 
fession. 

This resolution was referred to the Coun- 
cil on Drugs, and will probably meet with 
favorable action. 

The interim meeting was well attended. 
The number of exhibits was small as com- 
pared with the annual session in June, but 
they were very good. 

An objectionable feature of the Miami 
Beach Meeting applied to this one also: the 
meeting places were too far apart. Many 
miles separated the headquarters Sheraton 
Park Hotel from the National Guard Ar- 
mory, where the exhibits and scientific ses- 
sions were held. The Statler-Hilton, chosen 
for the Delegates’ Dinner, was also some 
distance away. Many wondered why the 
dinner was not held in the Sheraton Park 
Hotel or why the Statler-Hilton was not 
made headquarters. 


Honor guest at the Delegates’ Dinner was 
Dr. Howard Snyder, President Eisenhower’s 
physician. Quite a few eyebrows were raised 
by those paying $12.50 for admission to the 
dinner. It was well worth the price, how- 
ever, to hear the music rendered by the 
Army Choir, and to note the response of 
the audience to the tribute paid by Presi- 
dent Vincent Askey to Dr. Howard Snyder. 

The question of health care for the aged 
was, of course, the principal topic of con- 
versation. It is well covered in Dr. Blasin- 
game’s report. 

A real highlight of the meeting was Presi- 
dent Vincent Askey’s address at the open- 
ing session of the House of Delegates. He 
has proved himself a worthy successor of 
a long line of able men. 


— 
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T<2£ PHYSICIAN AND THE 
VA PROGRAM 


In the Texas State Journal of Medicine 
for August, Dr. M. V. Davis, chairman of the 
Texas Medical Association’s Committee on 
Military and Veterans Affairs, criticizes 
physicians in private practice for abetting 
the VA program, which he says is really 
socialized medicine. Dr. Davis charges that 
physicians encourage the program by refer- 
ring patients to VA hospitals — most of 
them for non-service-connected disabilities. 

Another charge is that medical schools 
approve the VA program by approving resi- 
dences in VA hospitals and by participating 
in the VA teaching program. He says that 
VA officials justify admitting patients with 
non-service-connected disabilities on the 
grounds that they are essential for main- 
taining their residency program. Since the 
VA hospitals pay higher salaries than most 
non-governmental ones, they can more 
easily fill their house staff positions. 

Dr. Davis concludes his statement with 
this paragraph: 

“The Association’s Committee on Military 
and Veterans Affairs has looked hard for a 
solution. There seems to be only one ulti- 
mate answer. The only way that operations 
of the VA Hospital system will be curtailed 
is to decrease Congressional appropriations. 
The only way that Congressional appropria- 
tions will be decreased is by a marked and 
sustained decrease in the in-patient census 
of VA hospitals, and the only way that 
physicians can decrease the in-patient cen- 
sus is to stop sending patients to VA hos- 
pitals. This means physicians in their pri- 
vate offices, in private hospitals and clinics, 
in city-county and other public hospitals, 
in clinics and emergency rooms, and every- 
where. There really is no other solution.” 

The remedy proposed by Dr. Davis is a 
drastic one. So many veterans demand that 
they be referred to a VA hospital for non- 
service-connected disability and are offend- 
ed if their request is refused that the situa- 
tion is analogous to the use of Blue Cross 
Insurance for purely diagnostic surveys. An 
argument that may discourage a veteran 
from seeking referral to a VA hospital in- 
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stead of a non-governmental one is that 
much time is wasted in order to pad the 
bed-occupancy list. Most doctors can recall 
patients having been kept for weeks in a 
VA hospital for tests that would have taken 
only a day or two in a non-governmental 
one. If a veteran’s time is worth anything, 
he will often save money by going to a non- 
governmental hospital. 
* * 
AS OTHERS SEE US 

At the St. Louis meeting of the Southern 
Medical Association the William S. Merrell 
Company presented a panel on medical 
economics. One of the speakers, Mr. Wood- 
row Wirsig, editor of Printer’s Ink, discuss- 
ed three surveys he had made within the 
past two years. A summary of his remarks 
is given so that our readers may see our- 
selves as others see us. 

Mr. Wirsig finds that the public is de- 
veloping a strong resentment toward doc- 
tors. It seems to make little difference to 
them that United States medical services are 
the best anywhere in the world. 

A poor image of the American physician 
is shared by too many of our patients. An 
“image” in modern communication terms 
is a deep-rooted attitude, something people 
think or believe, whether really true or not. 

What has caused this unfavorable and 
hostile attitude of the very people whom the 
doctor dedicates his life to serving? One 
reason, Mr. Wirsig finds, is that though we 
have become more skilled and learned, doc- 
tors as a group appear to be unaware of 
social, economic, and political demands mov- 
ing like a whirlwind toward them. 

Doctors know better than anyone that 
change is constantly reshaping our lives. 
Everything changes. Education gets better 
or worse; communications improve or fail; 
people learn more or less. Mr. Wirsig warns 
that the public is today aware that social 
patterns lag behind the developments of 
science — and they are now no longer will- 
ing to accept this lag. So, Mr. Wirsig tells 
us, the physician’s tarnished image in the 
minds of the public presents a threat and 
a challenge. Unless doctors themselves find 
a way to meet the challenge, someone else 


> 
5 
3 
$a 
4 
j 
~ 


January, 1961 


will do it for them. Editor Wirsig, troubled 
over the consequences, cautions that we 
must realize that the nation’s health has 
ceased to be the concern only of individual 
citizens. Now it is a matter of universal 
concern. Like it or not, health has become 
a national asset to be regarded by many as 
the government’s responsibility. 

Here is Mr. Wirsig’s prescription: Medi- 
cine, while it may have difficulty keeping up 
with the economic-social changes, never-the- 
less must keep up, change, and lead the way 
if it is to survive in any recognizable form 
as we know it today. Doctors must take the 
initiative in health care programs and come 
forward with whatever plan is necessary. 
Doctors have the knowledge with which to 
work their own salvation at a time of crisis. 
They can do it brilliantly — and, if they 
don’t, someone else will. 


PARAPLEGICS SAY THANK YOU 


It will be generally agreed that gratitude 
is far less common than it should be. There- 
fore, though the traditional season for giv- 
ing thanks is past, the following editorial 
from the Bulletin of the North Carolina 
Paraplegia Association bears repeating here, 
particularly in view of the growing interest 
in rehabilitation. 


NOW THANK WE ALL 


This issue of the Bulletin is being prepared as 
Thanksgiving approaches. Even though your 
copy will not arrive until the great American 
holiday is past, it seems an appropriate time to 
thank all who have helped us, either as individ- 
uals or as a group, during the past year. Among 
those to whom we owe special gratitude, the 
following come readily to mind: 

All who shared in providing hospitality for our 
regular meetings—some by helping with the re- 
freshmeits, others with the entertainment, and 
still others by making available our places of 
meeting; 

Any and all who turned a sympathetic ear to 
our plea for architectural modifications making 
it possible for those in wheel chairs to get in and 


EDITORIALS 


33 


out of public buildings, educational institutions, 
and places of entertainment; 

Our respective employers, who disregarded or 
overcame whatever misgivings they may have 
had in regard to hiring a handicapped person, 
and who thereby gave us a chance to become 
self-supporting, productive members of society. 

The doctors, nurses, therapists, and counselors 
who brought all their skill and patience to bear 
in seeking solutions to our problems, often going 
beyond the bounds of duty that we might attain 
the fullest use of our capacities; 

The innumerable people, known and unknown, 
who extended a helping hand when we needed it, 
including our personal friends and loved ones 
as well as passers-by, strangers on the street and 
highway, policemen, clerks, maids, janitors, and 
others; 

And last, our families, friends and associates, 
who cheerfully inconvenience themselves for our 
comfort and pleasure, who put up with our mo- 
ments of depression and irritability, and who mo- 
tivate us in turn to live as usefully and as con- 
structively as lies within our power. 

To all these we say a heartfelt thank you. And 
may we remember not to confine our gratitude 
to one day in the year, but to make each day 
one of thanksgiving and praise. 

* * * 


BROTHERHOOD WEEK 


One of the most important of the many 
worthy organizations in this country is the 
National Conference of Christians and Jews, 
which was founded in 1928 to combat all 
forms of bigotry. It has grown steadily from 
a handful of dedicated citizens to a nation- 
wide educational program with 150 chap- 
ters. Since 1934 this Conference has spon- 
sored Brotherhood Week. This year nearly 
10,000 communities will participate in pro- 
grams during Brotherhood Week February 
19-26. 

The observance, which is not a fund- 
raising campaign, has for its purpose: 

1. Rededication to the basic ideals of re- 

spect for individuals and peoples. 

2. Practical steps which people can take 
to promote an understanding and re- 
alization of these ideals. 

3. Enlistment of people in year-around 
activities to build brotherhood. 
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President's Message 


THE DEcIsIOn Is YOuRS 


On page 36 of this issue you will find a 
concise summary of the action taken by 
your Executive Council relative to imple- 
menting that portion of the Kerr-Mills Act 
which is designed to supply medical assist- 
ance to the aging. This summary is in the 
form of a letter written by Dr. John R. Kern- 
odle, chairman of the Committee on Chronic 
Illness to Dr. Ellen Winston, Commissioner 
of Public Welfare State of North Carolina, 
whose Department of Public Welfare will 
administer the Act. A copy of the letter was 
submitted by Dr. Kernodle for publication 
in this JOURNAL. 

It is of utmost importance that every 
member of this Society understand clearly 
the intents and purposes of this Act. An 
awareness of some of the mechanics of im- 
plementing this law is necessary if you are 
to follow intelligently and approve or dis- 
approve the actions taken by your Execu- 
tive Council. Our final decision and subse- 
quent action must reflect an intelligent de- 
cision as to what method will best supply 
excellent medical care to this segment of 
North Carolina’s citizens. Lastly, as doctors 
and citizens we must stand united to a 
single man as regards our course of action. 

Let me say personally that it is with con- 
siderable misgivings that I acquiesce to this 
principle and method of supplying medical 
care for the needy. To me, it is still basic 
that the responsibility remain, in order, with 
the family, the community and the area, and 
only after these resource areas have been 
unable to meet this responsibility should the 
state and federal government be called in. 
It is fundamentally true that the Act pro- 
vides a maximum of federal funds for its 
financial implementation with a minimum 
of federal regulations to govern its usage. 
However, the mechanics for unlimited state 
governmental control and regulation is built 
into the Act. The Act is implemented in 
North Carolina financially, but without 
specific “ground rules,” and restrictions, as 
spelled out elsewhere in this JoURNAL, could 
in effect put the Department of Public Wel- 


fare of this state in the unlimited practice 
of medicine for the entire age group above 
65. If the ultimate result of cooperation 
with any plan or enabling act is state med- 
icine, it then makes very little difference 
whether the facilities designed to accom- 
plish this end were brought forth from 
Washington or from Raleigh. 

The American Medical Association, and 
subsequently your Executive Council, on 
two separate sittings have affirmed that we 
should support and work with this Act with- 
in the limit that it supply excellent medical 
care for those people aged 65 or older who 
exhibit definite financial need. Already, 
medicine is cooperating with this Act in 
several states. Many states, like North Caro- 
lina, are in the process of implementation. 
I know of no State Medical Society flatly 
refusing to cooperate. Therefore, assuming 
that, under reasonable circumstances, we 
too will be cooperative, let us move to a 
fundamental understanding of the proposi- 
tion at hand. 

The Kerr-Mills Act is pertinent to medi- 
cine chiefly under Title 6, which had the 
active support of the American Medical As- 
sociation. Title 6 does two things: (1) 
Amends the Old Age Assistance Program 
(hereafter OAA) to provide an increase in 
federal matching funds for those states 
which have vendor medical care programs; 
(2) establishes a new program of medical 
assistance for members of our aged popula- 
tion not receiving OAA benefits (hereafter 
MAA). 

With one reference to the OAA program 
we can dismiss it from consideration. Rec- 
ognizing that the 80 per cent federal match- 
ing funds come from general federal tax 
funds, your Executive Council “authorized 
the participation of medical doctors in ven- 
dor payment for medical services to OAA 
recipients, inclusive of the categories ADC - 
ATPD - and AB.” 

Our major concern in North Carolina deals 
chiefly with implementing the second por- 
tion of Title 6 dealing with MAA. In this 
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consideration I will draw heavily from 
AMA literature. 

With respect to the scope of benefits under 
the MAA program, the only limit is a minimum 
level—the state plan must provide for the in- 
clusion of some institutional and some non- 
institutional care and services. There is no 
limit, hcwever, on how much or how many 
services may be included. The law provides a 
list, which I am sure you have seen: inpatient 
hospital or clinic services; home health care 
services; private duty nursing services; phy- 
sical therapy and related services; dental serv- 
ices, laboratory and X-ray services; prescribed 
drugs, eyeglasses, dentures, and prosthetic de- 
vices; diagnostic, screening and preventive 
services; and (just in case anything was miss- 
ed) the law also authorizes any other medical 
care or remedial care recognized under state 
law. 

The above quotation makes it self-evident 
that without a system of priorities and con- 
trols, the “sky is the limit” as to where we 
could go with services to this age group 
Therefore, the Executive Council has estab- 
lished suggestions regarding priorities and 
limitations of services to be available (cat- 
alogued elsewhere in this issue). 

While the Kerr-Mills Act leaves most of 
the implementary legislation to be accom- 
plished at a state level, yet there are certain 
broad federal requirements, listed below, 
whose interpretation could impose consider- 
able federal control: 

1. That no enrollment fee or similar 
charge will be imposed as a condition 
of eligibility. 

. For the furnishing of assistance to 
residents of the state even though they 
are temporarily absent. 

3. Reasonable standards for determining 
eligibility for and the extent of such 
assistance. 

. That no lien will be imposed on the 
property of the individual prior to his 
death and that there will be no recov- 
ery until after the death of such in- 
dividual and his surviving spouse, if 
any, for any medical assistance cor- 
rectly paid on behalf of such individual. 

While there are two programs, the law 
specifically provides that it is not to be con- 
strued to permit a state to have more than 
one plan for the aged. In other words, both 
programs have to be administered by the 
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same agency. This does not mean, however, 
that if the program were administered by 
the state department of public welfare it 
could not contract with the department of 
health, a medical society, Blue Shield or 
some other agency to carry out the medical 
care program. 


Your Executive Council thought that 
these broad areas should be bounded by 
specific recommendations and “ground 
rules.” This comprises a major portion of 
the actions of the council as relayed to Dr. 
Winston in Dr. Kernodle’s letter elsewhere 
in this issue. 


In summary, therefore, you can see that 
just about the only limitation on the scope 
of the new MAA program is that only those 
persons over 65 years of age and not on Old 
Age Assistance are eligible. Aside from that, 
there is no limit on what medical, paramed- 
ical, or remedial services can be paid for, no 
limit on what mechanisms can be used to 
channel payments to the providers of care 
except that over-all responsibility must be 
in the hands of the Department of Public 
Welfare, the same agency that administers 
OAA, and no real limit on which of the aged 
can be considered eligible. To the extent 
that limits do exist, they must be set by 
the individual states. What MAA means in 
your state, therefore, depends pretty much 
on what you as individual physicians who 
will supply most of the services mean. and 
what your state wants it to mean. 


On January 29, 1961, a few days after 
this information should be available to you, 
your Executive Council will again meet in 
Pinehurst. A main item of the agenda will 
be to consider further the implementation 
of this Act in the light of what transpires 
from November 28, 1960, to January 29, 
1961. All members of this society have the 
right and the duty to express their personal 
convictions to the council on this day, either 
through personal contact with their indivi- 
dual district councilor or through personal 
representation before the council in session 
on that day. Be informed—hbe participant— 
or else be forever silent. THE DECISION 
IS YOURS. 

Amos N. JOHNSON, M.D. 
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Committees & Organizations 


COMMITTEE ON CHRONIC ILLNESS 
IMPLEMENTATION OF THE KERR-MILLS ACT 


The following letter from Dr. John R. 
Kernodle, Chairman of the Committee on 
Chronic Illness, to Dr. Ellen Winston, Com- 
missioner of Public Welfare of the State of 
North Carolina, represents a summary of 
the specific actions taken by the Executive 
Council of the Medical Society of the State 
of North Carolina in session in Pinehurst, 
North Carolina, November 28, 1960. 


This summary consists of recommenda- 
tions to the Department of Public Welfare 
and the Advisory Budget Committee setting 
out the terms and conditions constituting 
the “ground rules” under which this Society 
would participate in the implementation of 
this Act. 


December 7, 1960 
Dr. Ellen Winston 
Commissioner of Public Welfare 
Raleigh, North Carolina 


Dear Dr. Winston: 


As authorized by the Executive Council 
on October 2, 1960, and reiterated on Novem- 
ber 28, 1960, I have the duty to report to 
you upon actions of the Executive Council 
of the Medical Society of the State of North 
Carolina upon its consideration of the pro- 
visions of the Public Law 86-778 constitut- 
ing revisions to the Federal Social Security 
Act, and particularly to that measure known 
as the Kerr-Mills Act enacted by the 86th 
Congress. It may be assumed that the So- 
ciety reports as an organization and not 
specifically for individual members where 
such member may exercise a personal right 
of interest and function under the law. 

A. As a preamble the Society strongly rec- 
ommends the following considerations in 
formulating a plan. 

1. That provision for medical services 
should include only physicians and 
dentists. 

2. That a factor of deductible medical 
eare be incorporated in the plan in 


the form of payments made by apply- 
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ing individual for a certain amount 
of purchased medical care within the 
one year of application for services 
under the plan, such amount to be 
determined on recommendation of the 
Medical Society on negotiation with 
the state agency and be required to 
have been paid by the individual with- 
in the year as a condition of eligibility 
for services under the plan. 


3. That the written plan implementing 
medical assistance under PL 86-778 
should have a broad base and that the 
plan and program providing actual 
and specific medical services be pre- 
pared, arranged and regularly evalu- 
ated by a Committee for the Medical 
Care of the Aged, the membership of 
which would include all the diciplines 
involved in a recognized medical as- 
sistance program, upon which basis a 
greater preponderance should be doc- 
tors of medicine. 


4. That such a program of medical as- 
sistance will be accepted by the Medi- 
cal Society with the understanding 
that it will have the opportunity to 
withdraw from participation after due 
notice to the appropriate administra- 
tive agency; that all future changes of 
rules, plans and the addition of new 
services encompassed in the plan will 
be duly evaluated and accepted as a 
negotiated »rrangement of service by 
the Medical Society of the State of 
North Carolina based on information 
exchanged by the agency and the So- 
ciety as to changes in operation or 
expansion of the plan; that recogniz- 
ing the necessity of close association 
in developing and operating the plan, 
the Society will be given an opportun- 
ity to annually evaluate and report to 
the agency on the plan through the ap- 
propriate committee of the Society. 


B. Upon the above expressions and under- 
standings the Executive Council of the 
Medical Society adopted the following 
recommendations to the agency or agen- 


cies of the State of North Carolina charg- 
ed either by legislation or executive di- 


Ae 
A 
: 
{ 
ry 
; 


January, 1961 


rection with the development and opera- 
tion of the services and the administra- 
tion of the plan to be established under 
PL 86-778: 


1. 


The Executive Council reaffirms its 
decision to cooperate in the implemen- 
tation of PL 86-778. 


. The Executive Council requests that 


vendor payments for medical services 
performed be made to medical doctors 
under the Medical Assistance to the 
Aged program (MAA). 


. The Executive Council authorizes the 


participation of medical doctors in 
vendor payments for medical services 
to Old Age Assistance recipients 
(OAA), inclusive of the categories 
(ADC, ATPD, and AB). 


. That the Executive Council recom- 


mends and endorses the establishment 
of the institutional phase of the Med- 
ical Assistance to the Aged in the 
form of hospitalization as priority I. 


. That medical doctor services be com- 


pensated on a vendor payment basis 
according to a schedule of fees which 
is to be developed on committee as- 
signment and to be reported in detail 
to the Executive Council for consider- 
ation and action January 29, 1961; and 
that for the purpose of making budge- 
tary estimates by the State, a compen- 
sation for basic medical service be 
recognized at three dollars ($3.00) for 
office visit; five dollars ($5.00) for 
home visit; seven dollars and fifty 
cents ($7.50) for night visits and that 
special consideration be given to re- 
ports of services involving unusual 
mileage in attending or for prolonged 
and necessary detention in attending 
patients on home visits. 


. The Executive Council recommends 


that the following non-institutional 

services be included in the plan: 

a. Home and office medical doctor 
visits. 

b. Dental care services of dentists. 

c. Drugs. 
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d. Special procedure medical techni- 
ques such as Laboratory, X-Ray 
and physiotherapy services, injec- 
tion drugs given in the office of the 
medical doctor; X-Ray, Laboratory 
and physiotherapy given to patients 
that are not in the hospital as hos- 
pital patients, but as an out-patient 
directed to the hospital by a doctor 
in whose office those facilities are 
not available. 

Each of these priorities listed a, b, 
c, and d should have equal consid- 
eration and each is considered es- 
sential to the operation of the plan. 


In consideration of eligibility require- 
ments for persons applying for medical 
assistance services under the plan the 
Executive Council recommends a 
standing level of eligibility involving 
three factors, each of which must be 
met as a condition of eligibility offer- 
ed by the applicant to wit: 

a. That the annual income does not 
exceed one thousand doilars ($1,- 
000) per person or two thousand 
($2,000) per couple. 

. That the net worth per person or 
per couple of all property real or 
personal does not exceed seven 
thousand five hundred dollars ($7,- 
500). 

‘. That the liquid assets per person 
or per couple does not exceed one 
thousand dollars ($1,000). 


Provided, however, that special considera- 
tion may be given to unusual hardship sit- 
uations with approval of the Committee 
established as recommended under item 
A-3 above. 


It is hereby reiterated that the proposals 
herein recommended are not final and that 


same 


is subject to review and revisal as a 


proposition prior to the date of January 29, 


1961. 


Respectfully submitted, 
John R. Kernodle, M.D., Chairman 


Committee on Chronic Illness 
Medical Society of the State of 


North Carolina 
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Correspondence 


AMERICAN Society oF CLINICAL RADIOLOGY 
To the Editor: 


Several months ago, the American College 
of Radiology received inquiries from many 
editors of state and other medical society 
journals relative to the American Society 
of Diagnostic Radiology which was then be- 
ing promoted by Dr. Louis Shattuck Baer, 
a California internist. Correspondence with 
Doctor Baer revealed that that society had 
no Constitution, Bylaws or officers. The aims 
of the society were variously described in 
different communications. 

More recently, the College has received 
inquiries relative to the American Society 
of Clinical Radiology, also being promoted 
by Dr. Louis Shattuck Baer. The College 
takes this means of notifying you that this 
organization has no known connection with 
any radiological society or group. Further, 
it is the opinion of the College: 

1. That sufficient opportunities exist in 
the meetings of county, state, regional 
and national medical societies for the 
presentation of worthwhile papers and 
exhibits in the field of radiology. 

2. That sufficient special and general med- 
ical journals now exist for the publica- 
tion of meritorious medical and scien- 
tific communications in the field of 
radiology. 

3. That the use of the term, radiology, 
in the title of an organization may un- 
fortunately cause those not informed 
to identify this group as being com- 
posed of physicians who have been 
examined and certified to be competent 
in radiology by a recognized medical 
specialty board. 

4. That medical journals and their spon- 
soring medical societies would be well 
advised to obtain full details concern- 
ing the American Society of Clinical 
Radiology before soliciting reader- 
members on behalf of Doctor Baer. 


THE AMERICAN COLLEGE OF RADIOLOGY 
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Bulletin Poard 


COMING MEETINGS 

Duke University Medical Center, Lectures on 
Ophthalmology—Eye Clinic, Duke Hospital, Tues- 
day evenings, 7:30 p.m. 

University of North Carolina School of Medi- 
cine, Postgraduate Course in Medicine—Edenton, 
Wednesdays, beginning January 11; Kinston, 
Thursdays, beginning January 12. 

Governor’s Conference on Occupational Health 
—Raleigh, January 26. 

Conference of North Carolina County Medical 
Society Officers and Committee Members—Pine- 
hurst, January 28. 

Watts Hospital Symposium—Durham, Febru- 
ary 3-4. 

North Carolina Mental Health Association, An- 
nual Meeting—Raleigh, February 17-18. 

Forsyth County Cancer Symposium—Winston- 
Salem, March 9. 

Medical Society of the State of North Carolina, 
Annual Meeting—Asheville, May 6-10. 

Southeastern Surgical Association — Deauville 
Hotel, Miami Beach, Florida, March 6-9. 

New Orleans Graduate Medical Assembly— 


Roosevelt Hotel, New Orleans, March 6-9. 


NEws NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 

The Duke University Medical Center recently 
announced the organization of muscular dystro- 
phy clinics for both children and adults. 

According to Dr. Jerome S. Harris, professor 
of pediatrics and chairman of the department, 
who is one of three physicians in charge of the 
clinics, arrangements have been worked out in 
cooperation with the Muscular Dystrophy Asso- 
ciations of America and its newly formed Dur- 
ham-Raleigh Area Chapter. 

Other Duke physicians who will direct the 
clinics are Dr. E. Charles Kunkle, professor of 
neurology; and Dr. Albert Heyman, associate 
professor of neurology. 

While acknowledging that as yet there is no 
definitive treatment for muscular dystrophy, Dr. 
Harris explained: “The purpose of this program 
will be to provide clinic and hospital facilities 
for the diagnosis, care and rehabilitation of pa- 
tients with muscular dystrophy.” 

He said the clinics will be operated on an 
appointment basis, and that appointments may 
be made by calling Duke University, Extension 
2411. 

* * *” 

A grant of $8,396 has been made to Duke Uni- 
versity by the Department of Health, Education 
and Welfare to support study of the physical 
therapist’s role in relation to surgery. 
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Being conducted in the Duke Medical Center’s 
physical therapy department, the project deals 
with investigation of new methods of treatment, 
evaluation of present procedures and develop- 
ment of suitable ways of teaching the results 
to physical therapy and medical students. 


ROBESON COUNTY MEDICAL SOCIETY 

The Robeson County Medical Society held its 
annual Christmas Party and Ladies Night De- 
cember 5, 1960, at the Pine Crest Country Club. 
There were 94, doctors, wives, and guests pre- 
sent. 

Mr. Edmund Hardin, Washington, North Caro- 
lina, gave a humorous and entertaining after- 
dinner address. 

Dr. Jack E. Dunlap, orthopedic surgeon, was 
accepted for membership in the society. 


EDGECOMBE-NASH MEDICAL SOCIETY 
The Edgecombe-Nash Medical Society held its 
regular monthly supper meeting in Rocky Mount 
on December 13. 
The program consisted of the vearly election 
of officers. 


THE NATIONAL FOUNDATION 
The state of North Carolina has been the prin- 
cipal beneficiary in the allocation of March of 
Dimes funds in the state over the past 23 years, 


it was disclosed recently in a financial summary 
prepared by The National Foundation. 

More than 88 cents of every dollar from North 
Carolina’s March of Dimes has been put to use 
in aiding the state’s disease victims and in re- 
search and education projects conducted by 
North Carolina institutions. Of the remaining 12 
per cent accruing to the national headquarters, 
a considerable amount also has come back to 
North Carolina in shipments of polio vaccine 
and gamma globulin, and in other nationwide 
services conducted by The National Foundation. 

The summary covers the period since the first 
March of Dimes was held in January, 1938, and 
compares the net total of funds raised in the 
state with amounts made available to North 
Carolina through September 30, 1960. 

In this period, North Carolina chapters of the 
March of Dimes organization raised a net total 
of $13,547,058.66 at an average fund-raising 
cost of less than 5% per cent. Of this amount, 
$10,642,656.99 has been available to the county 
chapters in carrying out their extensive patient 
aid programs, including advances of $4,945,457.08 
from the national office to meet local emergency 
situations. 

In addition, 51 grants totaling $1,253,712.13 have 
been made in support of research and _ profes- 
sional education projects at North Carolina in- 
stitutions. Principal recipients of these grants 
have been 
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Duke University $705,318.85, 
The University of North Carolina $345,740.82, 
North Carolina College at Durham $112,312.05, 
Bowman-Gray School of Medicine 
of Wake Forest College $ 90,340.41 
Over and above the 88 per cent used by in- 
stitutions and county chapters in the state, The 
National Foundation has financed within the 
state projects such as the historic field trials 
which proved the effectiveness of the Salk wvac- 
cine, epidemiological studies, and scholarship or 
fellowship grants to North Carolina residents. 
National headquarters’ expenditures for the 
vaccine trials in North Carolina amounted to 
$23,420.98. In addition, the national office has 
sent into North Carolina $134,410.85 worth of 
Salk vaccine and 278,886 ce. of gamma globulin 
in support of its polio prevention programs. 
Two years ago, the National Foundation for 
Infantile Paralysis changed its name to The 
National Foundation in expanding its areas of 
interest beyond polio to include birth defects 
and arthritis, using the scientific knowledge and 
experience gained in the fight against polio. 
The New March of Dimes takes place through- 
out the month of January. 


FIFTH ILLINOIS CONGRESS ON MATERNAL 
AND INFANT HEALTH 

“Science, Service, and Sentiment of Modern 
Maternal and Infant Health” will be the theme 
of the Fifth Illinois Congress on Materna) and 
Infant Health, to be held at the St. Nicholas 
Hotel, Springfield, Illinois, February 8-10. This 
Congress will offer breakfast and luncheon con- 
ferences, round tables, and formal papers de- 
signed to enable maximum participation in group 
discussion. 

Address requests for program and registration 
forms to the Illinois Committee on Maternal and 
Infant Health, American Association for Mater- 
nal and Infant Health, 116 South Michigan Ave- 
nue, Chicago 3, Illinois. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 

Dr. Louis Ochs, Jr., associate professor of 
medicine, Louisiana State University School of 
medicine, was chosen as president-elect of the 
American College of Gastroenterology, at the 
annual meeting of the College, held Sunday, 
October 23, 1960, in Philadelphia. He will assume 
the presidency at the next annual meeting, to 
be held in Cleveland, Ohio, in October of 1961. 

Dr. Henry Baker of Boston, Massachusetts, 
selected president-elect in Los Angeles in 1959, 
assumed the presidency of the College at the 
Annual Dinner-Dance held on October 25, 1960. 
He succeeded Dr. Joseph Shaiken of Milwaukee, 
Wisconsin, who became chairman of the Board 
of Trustees. 
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THE DEAFNESS RESEARCH FOUNDATION 

Five Temporal Bone Banks to forward re- 
search in loss of hearing, have been established 
in major universities in the United States by the 
Deafness Research Foundation since June 30, 
1960, it was announced recently by Mrs. Hobart 
C. Ramsey, founder and president. 

Located at Columbia University College of 
Physicians and Surgeons, New York University 
Medical Center, Johns Hopkins University School 
of Medicine, University of Chicago, and the Uni- 
versity of Michigan, the banks are directed by 
the Chiefs of Staff of the Departments of Oto- 
laryngology. 

The Temporal Bone Banks, unlike the Eye 
Banks, are for basic research rather than for 
transplants. In laboratories throughout the coun- 
try, inner ear findings will be correlated with 
the examination of the patient’s history and 
records. This will determine pathologic condi- 
tions that accompany such types of deafness as 
Meniere’s disease, otosclerosis, labyrinthitis, as 
well as deafness due to other causes. 

These banks, the first in medical history to 
be formed on a national scale in any country, 
were made possible by donors including the 
Doris Duke Foundation, the McGregor Fund, and 
the Lillia Babbitt Hyde Foundation. 

The Deafness Research Foundation, incorporat- 
ed in January, 1958, is the first national voluntary 
organization devoted to sponsoring research in 
the field of hearing, and to developing greater 
public awareness of the problems of deafness. 
Headquarters are at 310 Lexington Avenue, New 
York 16, New York. 


INTERNATIONAL NURSING HOME CENTER 

The Nation’s Capital will boast another im- 
portant addition to its galaxy of famed buildings. 
This one will be the International Nursing Home, 
Research, Educational, and Service Center. 

Although there are nearly 14,000 licensed nurs- 
ing homes and another 10,000 bed-and-board 
homes operating throughout 50 states, these pro- 
vide only about 450,000 beds, or, one for every 
four aged or infirm people. In order to provide 
one skilled nursing home bed for every four 
elderly people by 1975, more than 1,000,000 new 
beds and facilities will have to be constructed 
at a cost of more than 5 billion dollars. 

One of the major solutions to this problem 
will come from the new 11-million dollar center 
due for construction in Washington, D. C. in 
1961. 

The Center will be a base of operations for all 
nursing home administrators from all over the 
country. It will have a school to train adminis- 
trators and nursing home personnel, one of the 
world’s largest libraries on care for the aging 
and chronically ill, a model nursing home fully 
equipped and operating, a permanent display of 
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nursing home equipment, as well as extensive 
research facilities. 

The entire cost of this 11 million dollar project 
will come from private financing, donations, and 
grants. Already Mutual of Omaha has given 
$80,000 toward it. Other insurance companies and 
pharmaceutical firms are interested in helping. 


AMERICAN BOARD OF OBSTETRICS AND 


GYNECOLOGY 

The next scheduled examinations (Part I1), 
oral and clinical for all candidates, will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board April 8 through 15, 
1961. Formal notice of the exact time of each 
candidate’s examination will be sent him in ad- 
vance of the examination dates. 

Candidates who participated in the Part I 
Examinations will be notified of their eligibility 
for the Part If Examinations as soon as possible. 

The deadline date for the receipt of new and 
reopened applications for the 1962 examinations 
is August the first, 1961. Candidates are urged 
to submit their applications as soon as possible 
before that time. 

Robert L. Faulkner, M.D. 
2105 Adelbert Road 
Cleveland 6, Ohio 


VETERANS ADMINISTRATION 

The Veterans Administration opened its elev- 
enth day care center for mental patients recently 
at Baltimore, Maryland. 

The centers are one of the newer developments 
in psychiatry. Other VA day care centers are 
located in Washington, D. C., Philadelphia, 
Brooklyn, New York City, Boston, San Diego, 
Los Angeles, San Francisco, Providence, R. I., 
and Chicago (VA West Side Hospital). 

* * * 

Major advances are being made in reducing 
re-hospitalization rates of Veterans Administra- 
tion mental patients, through cooperation of 
hospitals and community vocational and employ- 
ment services. 

Dr. Robert S. Waldrop, director of vocational 
counseling for the VA Department of Medicine 
and Surgery in Washington, D. C., said VA hos- 
pitals where patients receive these intensive 
preparatory and follow-up services have report- 
ed re-admission rates as low as 12 per cent, as 
compared with the 50 per cent rate for mental 
hospitals in the United States generally. 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 

About two-thirds of the civilian non-institu- 

tional population of the United States had some 

form of voluntary health insurance during the 

last half of 1959, according to a new report just 
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published by the Public Health Service’s U. S. 
National Health Survey. 

The figures show that about 67 per cent of the 
civilian non-institutional population had some 
hospital insurance, 62 per cent was reported to 
have surgical insurance, and 19 per cent to have 
insurance against the cost of physician visits at 
home or in the doctor’s office. They do not indi- 
eate whether the insurance paid the entire bills 
or only parts of them, 


AMERICAN ACADEMY OF GENERAL PRACTICE 

William R. DeLay, former press relations 
manager of Mead Johnson & Company, has join- 
ed the American Academy of General Practice 
as assistant for public relations, Mac F. Cahal, 
executive director of the Academy, announced 
recently. 

Mr. Cahal said Mr. DeLay will be responsible 
for developing and executing a formal program 
of public relations activities for the Academy, 
the nation’s second largest medical association. 
Among his major duties will be maintaining and 
furthering the Academy’s relations with the 
press. 


Special Menus, Recipes Prepared for 
Cholesterol Depressant Regimen 

An easy-to-use manual of diet instructions 
available for professional distribution only has 
been prepared for use by physicians in the treat- 
ment of patients with elevated serum cholesterol, 
according to a recent announcement by Wesson. 

The manual presents menus, recipes, shopping 
and cooking guidance, arranged according to 
levels of 1,200, 1,800 and 2,600 calories so that 
the physician need only check the desired daily 
calorie level before giving the book to the pa- 
tient. Complete menus for 10 days, with a total 
of 70 recipes, are included. They provide pre- 
scribed levels of calories, the pre-determined ra- 
tio of poly-unsaturated to saturated fat, and the 
essential nutrients which are recommended by 
the Food and Nutrition Board of the National 
Research Council. 

Available exclusively to the medical profession 
and the American Dietetic Association, the man- 
ual is acceptable for use with diabetics. Carbo- 
hydrates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. 

Physicians and dieticians may obtain multiple 
copies of “Your Cholesterol Depressant Diet Cook 
Book” at no cost, by writing to The Wesson 
People, 210 Baronne St., New Orleans 12, La. 


Women usually live longer than men in this 
country, and the relative difference has increased 
steadily since 1900. The average girl born in 1958 
could expect to live 72.7 years, or 6.3 years longer 
than the 66.4 life expectancy for boys.—Health 
Information Foundation. 
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The Month in Washington 


Physicians are being urged to cooperate 
fully to get their states to participate as soon 
as possible in the new federal-state program 
for medical care of needy and the near- 
needy older persons. 

The medical profession also has been 
alerted to the dangers of relaxing its opposi- 
tion to tying in medical care of the aged 
with Social Security. It is probable that the 
Kennedy Administration will try in 1961 to 
get Congressional approval of such legisla- 
tion. 

E. Vincent Askey, M.D., President of the 
American Medical Association, pointed out 
to the recent Washington meeting of the 
A.M.A. House of Delegates that proponents 
of the Social Security approach had a pledge 
of support from the successful Democratic 
candidate for President. 

“While our profession clearly may face a 
hard struggle in the Eighty-seventh Con- 
gress on the issue of medical aid for the 
aged under Social Security, there is no 
ground for defeatism!”’ Dr. Askey said. 

“Our cause is far from lost. We know that 
our policy position is in the best interests 
of all Americans, the aged included, and 
our willingness to defend this policy must 
be strengthened and maintained.”’ 

Dr. Askey reminded the House of Dele- 
gates that “medicine has many friends in 
both parties in Congress today.” 

A few days later, Senator Harry F. Byrd 
(D.,Va.), chairman of the Senate Finance 
Committee which handles Social Security 
legislation, reiterated his opposition to a 
compulsory medical care plan under Social 
Security. He said: 

“IT am opposed to the [Democratic party] 
platform recommendation for compulsory 
medical service and hospitalization under 
the Social Security system. I am convinced 
this would lead to socialized medicine with 
the possibility that it would bankrupt the 
Social Security trust fund. This matter came 
before the Finance Committee and was 
fought out in the post-convention session of 


From the Washington Office of the American Medical 
Association, 1523 L Street, N. W. 
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Congress last August. The Senate voted 51 
to 44 in opposition to the Democratic plat- 
form proposal, and instead adopted a fair 
plan for medical service and hospitalization 
for those in need of it.” 

Dr. Askey urged that all county and state 
medical associations provide “the medical 
leadership necessary to implement the Mills- 
Kerr bill (the new federal-state program) 
as rapidly as possible.” And the House of 
Delegates adopted such a resolution. 

“We must put forth a sincere and concen- 
trated effort during the coming year to make 
the Mills-Kerr law effective, to show that it 
can, practically as well as potentially, solve 
the problem of medical care for the aged,” 
Dr. Askey said. 

President-elect John F. Kennedy’s first 
Cabinet appointment was Governor Abra- 
ham Ribicoff of Connecticut as Secretary of 
Health, Education and Welfare—the official 
with primary responsibility for carrying out 
the federal part of the Mills-Kerr program. 

Ribicoff, 50, was an early supporter of 
Kennedy for the Presidential nomination. 
He was twice elected governor of Connecti- 
cut. Before that, he served as a Hartford, 
Connecticut, police judge, a member of the 
state legislature and a member of the na- 
tional House of Representatives. As gover- 
nor, he inaugurated a comprehensive traffic 
safety program with strong penalties. 


* 


The Sabin oral polio vaccine will not be 
available in sufficient quantity in 1961 for 
large scale use. 

Leroy E. Burney, M.D., Surgeon General 
of the U. S. Public Health Service, told the 
recent Clinical Meeting of the A.M.A. that 
many problems involved in taking the oral 
vaccine out of the laboratory and into mass 
production had not been solved. 

In light of this fact, both the A.M.A. 
House of Delegates and Dr. Burney urged 
that the widest possible use of the Salk 
vaccine be encouraged. Dr. Burney said that 
large numbers of the U. S. population, in- 
cluding almost half of the children under 
5, had not been fully vaccinated with the 
effective Salk vaccine. 
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Dr. Burney said the problems of integrat- 
ing the oral vaccine into the present pro- 
gram of immunization against polio “are 
many and complex.” 

“Only the future can tell whether con- 
trol of poliomyelitis will be accomplished 
through a live, orally administered vaccine, 
the killed vaccine, or a combination of both,” 
Dr. Burney said. 

* * * 


The Food and Drug Administration issued 
stricter rules, some effective January 8 and 
others effective March 9, governing promo- 
tion and marketing of prescription drugs. 
The new regulations are designed to insure 
safe use of the drugs. 

Under the new regulations, manufacturers 
must disclose hazards, as well as advantages, 
of the drugs in promotional material sent 
to physicians. Manufacturers can be denied 
permission to market drugs they refuse to 
permit FDA inspection of manufacturing 
methods, facilities, controls or records. 

The FDA deferred until later action on 
its proposal to require every package of 
drugs sold to pharmacies to contain an offi- 
cial brochure on their use and hazards. The 
A.M.A. proposed instead that it be given the 
responsibility of getting such information 
directly to physicians. 


* * * 


Foreign interns who failed medical ex- 
aminations last September may remain in 
this country until at least next July 1. 

In cooperation with the State Department, 
the A.M.A. agreed to extend for six months 
a January 1 deadline for dismissal of foreign 
interns unless they pass the examinations 
through the Educational Council for Foreign 
Medical Graduates. 

The flunking interns will be given an- 
other opportunity to take the examinations 
in April. Meantime, they must be taken off 
patient care and their hospitals must set up 
training programs for them. 

The A.M.A. Council on Medical Education 
and Hospitals, said that this policy would 
be carried out judiciously and that occa- 
sional exceptions would be granted where 
circumstances warranted. 
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Book Review 


Social and Medical Problems of the 
Elderly. By Kenneth Hazell, MRCP, 
MRCPE, DPM. 216 pages. Price, 30s net. 
London: Hutchinson Medical Publica- 
tions, 1960. 


The content of this little book is well described 
in its title. The author evidently writes from 
first-hand knowledge of older people as indivi- 
duals. All through the book Dr. Hazell shows 
his sympathetic understanding of the elderly, 
especially the ones who are in the low-income 
bracket. 

The first chapter is devoted to socia] considera- 
tions. Then hospital service, including a geriatric 
unit and out-patient department, is discussed, 
and many practical suggestions are offered. A 
long chapter on special medical problems in the 
elderly compresses a great deal of information 
covering a wide range. Home treatment is dis- 
cussed in some detail. The author’s sympathetic 
understanding is shown by such expressions as, 
“One of the most serious hardships for the elderly 
is loneliness continued loneliness brings 
about not only mental illness but also physical 
illness . . . the physical ill health worsens the 
mental state and vice versa, so setting up a 
vicious circle of poor general health.” 

It is somewhat of a digression to point out the 
possible importance of a comma. On page 50 
there is a sentence, “The next type of case may be 
an elderly lady with a fractured femur, which is 
considered inoperable.” This would leave the im- 
pression that a fractured femur is a condition 
which is always inoperable. On page 149, how- 
ever, the author says, “Many patients of ninety 
years and over have been successfully pinned, 
and age alone is no bar to this procedure.” 

Dr. Hazell obviously is not enthusiastic about 
the National Health Service nor about the ex- 
tremes to which the welfare state has gone in 
Great Britain. He thinks that the older people 
are having a much harder time than are the 
younger: “The younger age groups have all the 
benefits of the welfare state at the expense of 
those on fixed incomes, that is to say, the old age 
pensioner . . . The key question is: Does the 
cost of the welfare state cause inflation? If the 
answer is that it does, then it is worth giving 
some thought as to how it will affect those on 
fixed incomes, particularly the elderly pensioner 
who is unemployed. It looks very much as if 
the thrifty. are penalized and the spendthrift 
supported, but both are at the mercy of the dis- 
putes between the trade unions and big em- 
ployers. The former are always trying for higher 
wages and the latter for better profits, aid it 
is the pensioner who is the casualty in this 
struggle.” 

While Dr. Hazell’s book is written from the 
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British standpoint and some of it would not 
apply to this country, it has so much sound 
and comprehensive information about the older 
population that it can be heartily recommended 
to any interested in this age group. 


Inu Memoriam 


Reno Kirby Farrington, M.D. 


The untimely death of Dr. Reno Kirby Farring- 
ton, on April 28, 1960, at the age of 59 years, was 
a shock and tragic loss to the Davidson County 
Medical Society. The members of the Society 
herewith express their personal respect for their 
co-worker, their appreciation of his friendship, 
and grief at his passing. 

Kirby Farrington served his community well 
as physician and friend. Its welfare was vital to 
his heart. Through the years he loyally served in 
any capacity the community or its organizations 
requested. This town was his home; he loved it, 
and the people in it were dear to him. He shared 
in the joys that came to those about him, and 
was joyfully present at weddings, receptions, 
and all public and private social functions. We 
have seen him eat and laugh heartily at family 
reunions and other gatherings throughout David- 
son County. When grief came to those of our 
town, he was there with the sympathy and 
strength which his way, height and figure seem- 
ed to give to those about him. Deep and wide- 
spread was the love of the people for Kirby, and 
his passing will long be mourned by “Our Town.” 

Dr. Farrington was one of those who worked 
to bring about the founding of City Memorial 
Hospital, in Thomasville, and in the early years 
worked diligently to locate and find good nurs- 
ing personnel to serve here. There are still nurses 
of this area who were led to come here to serve 
by him, and who still render nursing service to 
this area. He was always actively concerned and 
constantly in pursuit of better hospital facilities 
and efficient personnel to staff the hospital. He 
was ready to support new ideas, new methods, 
and new proposals that would enhance the effi- 
ciency of the medical service of this hospital. 
The hospital itself is, in part, a memorial to him. 

Dr. Farrington was vitally interested in the 
young physicians who came to Thomasville to 
practice. He offered his friendship and advice, 
stood by them when he was needed, and served 
them well when his advice and help was desired. 
His surgical abilities and special aptitudes in the 
profession were recognized by all of us, and are 
sorely missed. 

The vital color and personality of Kirby Far- 
rington was a constant source of daily pleasure 
and confidence to those of us who worked with 
him day by day in the medical profession. His 
will to carry on professionally through the past 
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18 years, in spite of impairment of his heart, 
was ever a source of inspiration to us. Sometimes 
we feared for his physical welfare, but his sanity 
and courage in continuing to serve his family 
and community was a source of power to those 
who worked beside him. Me was the best adjust- 
ed man to his physical impairment that we have 
ever known, and this in itself was a source of 
strength to those who knew him. 

To Dr. Farrington’s family we express our 
sympathy in this loss. We mourn with them and 
offer our services to them in the days and years 
ahead in any way that they may find reason to 
use them. With them, we loved him. 


V. H. Duckett, M.D. 
May 3, 1902 - October 25, 1960 

In the physical departure of Dr. V. H. Duckett 
not only Canton and Haywood County, North 
Carolina, but the ever-expanding communities 
experience the passing of a great man and good 
physician. What he was and what he did will 
forever remain a part of the earthly society 
which he relished. 

The departed, perhaps above all, would like 
to be remembered as a good doctor. That he was. 
Well trained and always in process of training, 
he kept abreast the science of medicine. A lover 
of people, he matured in the art of medicine. 
The patient, once regarding him as abrupt, re- 
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turned to find him objective, deeply interested, 
and as lovingly willing to attack a behavior as a 
physical problem. 

The good physician would like to be remember- 
ed as a good citizen. All phases of society stand 
witness to this desire. 

He was vestryman in his church, repeatedly a 
committeeman for the Y.M.C.A. Religious Week, 
and an appreciative Mason. He remained a con- 
sistent supporter of religious education locally 
and in church-related colleges. 

He was organizer and first president of the 
Canton Lions Club. For more than 16 years he 
maintained a perfect attendance record, always 
present at meetings except when confined by 
illness or engaged in civic activities accredited 
to Lionism. 

He was a promoter and an early and outstand- 
ing president of the North Carolina Chapter of 
the American Academy of General Practice. In 
this organization he remained a guiding light. 

A champion of organized medicine, he served 
in every capacity including the presidency of 
the Haywood County Medical Society. He re- 
mained active in the affairs of the North Caro- 
lina Medical Society, the American Medical As- 
sociation, and the Southern Medical Association. 
A railroad surgeon and an affiliate with Cham- 
pion Paper and Fiber Company, he kept inform- 
ed in the problems of the laborer. 


® 
brand of nylindrin 
hydrochloride N.N.D. 


effective in twice as many patients rationale: 

In patients with disturbances of the inner ear— impaired The clinicians note that impairment in hearing, 
hearing, tinnitus or vertigo — Arlidin produced remission disturbance in balance, and tinnitus involving the 
of their chief complaint in over 50% of cases. Rubin and inner ear ‘‘may be explained on the basis of 
Anderson state ‘‘we were very much encouraged, inasmuch as labyrinthine artery insufficiency’’ due to spasm 
no other vasodilator that we have used has ever achieved or obstruction of the vessels. Arlidin was found 
more than a 25 per cent response.”’ to be “‘superior to all other vasodilating 
measures” in increasing blood flow through 
these vessels and in allaying spasm. 


“significant hearing improvement’ 
was obtained in 32 of the 75 patients studied. 
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A strong supporter of public education, he per- 
sisted in his interest in enrichment as well as 
expansion of the educational program. Almost 
single-handedly, he initiated and organized the 
Canton High Schoo! Band and through the years 
found ways and means of reasonably adequate 
financial support for this organization. He per- 
sisted in his plea for more teachers, more guid- 
ance personnel, more fine arts opportunities, and 
more money to secure these objectives. 

Dr. V. H. Duckett, the good citizen, was too 
humble and self-searching to think of being re- 
garded as a great and good man. Even so, those 
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who knew him best will regard him first of all 
as great and good. 

For a long period invalid and then semi-invalid, 
he attained a religious adjustment to life. He per- 
sistently felt everywhere and always at home 
in the universe. His sense of humor was so 
healthy that he laughed best at himself and his 
own limitations. Not perfect, as none but his 
Savior was perfect, he above all could see his 
imperfections. He loved life and regarded death 
as a part of the process of life. He no more feared 
death than he did the life he loved and lived 
so fully. 
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... Superior to all other 
vasodilating measures in its 
effect on the labyrinthine arteries.” 


... efficacious where other 
vasodilators failed 


Arlidin is available in 6 mg. scored 
tablets, and 5 mg. per cc. parenteral solution. 
See PDR for dosage and packaging. 


Protected by U. S. Patent Numbers: 
2,661,372 and 2,661,373 


1. Rubin, W., and Anderson, J. 8.: Angiology 9:256, 1958. 


u. Ss. vitamin & pharmaceutical corp. 


Ariington-Funk Labs., division 
250 East 43rd Street, New York 17, N.Y. 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE’ 
with DA RTA by 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 


prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 


pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.0. SEARLE « co. 
Chicago 80, [Illinois 


Research in the Service of Medicine 
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THE CRANE PLAN is the fruit of 
Com pliments of 30 years experience and research in 
billing and collecting current and 


past due accounts for members of 
9 The Medical Society of the State of 
achtel S Inc North Carolina. 
9 


* 


Surgical 


Supplies 
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15 Victoria Road 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone AL 3-7616 


.for your ¢ 


CHOSEN BY MEDICAL 

SOCIETY OF THE STATE 

OF NORTH CAROLINA 
FOR PROFESSIONAL = 


LIABILITY INSURANCE THERE IS A SAINT PAUL AGENT IN YOUR 


COMMUNITY AS CLOSE AS YOUR PHONE 
412 Addison Building 


Charlotte, North Carolina 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA 323 W. MORGAN ST. - TEmple 4-7458 


q XXX 

Executive Offices 

5 \\ C A 221 WEST 41st STREET 
3 < rei 
PA 
FIRE any somplete insurance needs... 
Home OFFICE: 385 WASHINGTON ST., ST. PAUL, MINN. 
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‘ With other nutrients, protein affects dif- 
essential for ferentiation of cells during development . . . 


participates in metabolic processes of growth 


growth and x and . stored as part of all soft tissues i 


In relation to body weight, requirenweni for 
development protein is highest during irfancy .. slowly 
decreasing as rate of growth decress¢s until 
adult size is reached. During pregnancy and 
lactation, when growth is supported by ma- 
ternal tissues .. . protein requirement again 
increases. 

Assuming an ideal pattern of amino acids 
in dietary protein . . . the changing minimum 
requirement has been expressed by the Food 
and Nutrition Board in gms. of protein per 
kilogram of body weight as follows... 1.76 
from birth to 3 months...1.21 from 3 
months to 6 months ...0.95 from 6 to 9 
months ...0.77 from 9 to 12 months... 
0.54 from 1 to 6 years...0.50 from 7 to 
9 years .. . 0.44 from 10 to 12 years... 0.42 
from 13 to 15 years... 0.35-0.36 for girls 
and boys 16 to 19 years...0.44 during 
second half of pregnancy . . . and 0.56 during 
lactation for 850 ml. of milk daily. 

Assigning a biological value of 79 to cow’s 
milk, the requirements change respectively 
to... 2.23, 1.53, 1.20, 0.97, 0.68, 0.63, 0.56, 
0.53, 0.44 to 0.46, 0.56 and 0.71 gms. of 
cow’s milk protein required per kilogram of 
body weight . . . from birth until 20 years of 


age ... and during pregnancy and lactation. 
As increasing amounts of high quality pro- 
tein are fed to children, amino acid patterns 
of diet decrease in importance. If the bio- 
logical value of dietary protein falls above 
60, the amino acid pattern is not critical... 
for amino acid requirements can be satisfied 
if enough protein is eaten 
Milk is man’s first dietary source of protein 
. providing total protein needs during first 
months of life. One quart of milk daily can 
provide 85 percent of the pre-school child’s 
protein allowance...and ¥ to 4 of the 
teen-age youth’s protein allowance. 


Since 1915... promoting better health through 


The nutritional statements made in this adver- nutrition research and education 
tisement have been reviewed by the Council 


on Foods and Nutrition of the American NATIONAL DAIRY COUNCIL 


Medical Association and found consistent ; 
with current authoritative medical opinion. A non-profit organization 


111 North Canal Street + Chicago 6, Iiinois 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 
High Point-Greensboro Winston-Salem Burlington-Durham-Raleigh 
106 E. Northwood St. 610 Coliseum Drive 310 Health Center Bidg. 
Greensboro, N. C. Winston-Salem, N. C. Durham, N. C. 
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to more completely control the 
symptoms of the common cold 


OLD 
PREP: 
ARATION 


For your patients suffering from colds, respiratory dis- ie nc, nm 
orders and allergic states, you will find CONTRAMAL-CP So, me 
an orally effective DECONGESTANT, ANALGESIC, = 


ANTIPYRETIC and ANTIHISTAMINIC. The inclusion 
of Tristamine* and Phenylephrine Hydrochloride with the 
basic CONTRAMAL formula is designed to provide .. . 
MORE complete control of the common cold! 


MY 


NS pr 
COMPANY. 


*Tristamine . (triple-Antihistamines) 
by Physicians Products Company con- 
tains Chlorpheniramine Maleate 1.25 
mg., Phenyltoloxamine Citrate 6.25 CONTRAMAL-CP ... each 
mg., and Pyrilamine Maleate 12.5 mg. orange capsule contains: 
Acetyl-p-aminophenol 325 mg. 
Salicylamide 225 mg. 
Caffeine 30 mg. 


Phenylephrine Hydrochloride 10 mg. 
Homatropine Methylbromide 2.5 mg. 
Tristamine* 20 mg. 
Supplied—bottles 100 and 1000 capsule 


2958 PETERSBURG, VIRGINIA 


CLINICAL SAMPLES GLADLY SENT UPON REQUEST 
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NaClex 


benzthiazide 


A basic principle of diuresis is that “increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences of loss of ions.””! 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that helps reduce edema through the appli- 
cation of this fundamental principle. It limits the 
reabsorption of sodium and chloride in the renal 
proximal tubules (with a relative sparing of potassium). 
The body’s homeostatic mechanism responds by in- 
creasing the excretion of excess extracellular water. 
Thus the NaClex-induced removal of salt leads to a 
reduction of edema. 


a unique chemical structure 

NaClex (benzthiazide) is a new molecule which pro- 
vides a “‘pronounced increase in diuretic potency’’? 
over its antecedent sulfonamide compound. Com- 
pared tablet for tablet with current oral diuretics, it 
is unsurpassed in diuretic potency. 


a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


as salt goes, so goes edema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 

Supply: Yellow, scored 50 mg. tablets. 


References: |. Pius, R. F., Am. J. Med., 24:745, 1958. 2. Ford, 
R. V., Cur. Therap. Res., 2:51, 1960. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


E An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
i drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography aid X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Mark A. GRIFFIN, SR., M.D. 
MarK A. GriFFIn, M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


Wo. Ray GRIFFIN, Jr., M.D. 
Ropert A. GRirFin, M.D. 
For rates and further information write 


REG US PAT OFF 


SIG?. OF GOOD TASTE 


unique refreshment of sparkling Coca-Cola 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina ‘ 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


For the Treatment of Psychiatric Illnesses 
and Problems of Addiction 


Modern Facilities 


Approved by Central Inspection Board of 
American Psychiatric Association and the 
Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


Phone HEmlock 5-4486 


Protection Against Loss of Incdffie 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


aut PHYSICIANS 


SURGEONS 
DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


from‘ Cinchona Bark, is alkaloidally 


When he sees it engraved 
on a. Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 


standard..ed, and therefore of 
‘unvarying activity and quality. 


“When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 
-. assured that this “quality” tablet 

_ is dispensed to his patient. 
Tablets Quinidine Sulfate Natural 
Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


‘Davies, Rose & Company, Limited 
Boston 18, Mass. 
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® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action +» non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 
and isobutylallylbarbituric acid, | Fiorinal] to be one of the most 


effective medicaments for the symptomatic treatment of headache due to tension.” 


Available: Fiorinal Tablets and 
New Form — Fiorina! Capsules 


Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Each contains: Sandoptal (Allylbarbituric Acid N.F. X) 
50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 
y ) accor eet p I SANDOZ 


: 


XXXVIII NORTH CAROLINA MEDICAL JOURNAL January, 1961 


How To Be 
Carefree 
without 
Hardly 
Trying... 


It really takes a load off your mind... 


to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day sick 
leave . . . no Workmen’s Compensation 
. - BUT he has a modern emergency 


INCOME PROTECTION PLAN with _ 
Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this 
plan will give him emergency income, free of Federal income tax, eliminating 


the nightmare caused by a long disability. 


Thous-nds of members of the Medical Profession are protected with Mutual 
of Oniaho’s PROFESSIONAL MEN’S PLAN, especially designed to meet the 


of te profession. 
If sou Ja not already own a Mutual of Omaha INCOME PROTECTION 


Pisa, get in touch now with the nearest General Agent, listed below. 
You'll get full details, without obligation. 


Largest Exclusive Health and Accident Company in the World 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N.C. Wilmington, N. C. 

J. P. GILES, General Agent 


Asheville, N. C. 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 


allergic disorders, new O(METAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
(n OIiMETAPP Extentabs, the unexcelled antihista- 
mine, Dimetane, and two outstanding decongest- 
ants—phenylephrine and phenyl|propanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can't touch—without rebound congestion. 


EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 


reactions. Dimetane offers a high percentage of 


relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 


gestants minimize overstimulation. 


DIMETAPP Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine} maleate) 12 mg.,phenylephrine 15 ™Mg.,and phenylpropanol- 
amine HCI 15 mg. 

DOSAGE: Adults —1 Extentab q.8-12 hours. Children over 6—1 Extentad 
q.12 hours. Administer with caution to patients with cardiac or peripheral 


vascular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details and bibliography. 


A.W. Robins Co., inc., Richmond 20, Virginia ‘ 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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CREMOSUXIDINE consolidates fluid stools, reduces enteric bacteria, 
detoxifies putrefactive material, and soothes the irritated intestinal mucosa. 
Chocolate-mint flavored...readily accepted by patients of all ages. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, oivision OF MERCK & INC, PHILADELPHIA 1, PA 


CREMOSUKIDOINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC 
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ADVERTISEMENTS 


-..extraordinarily effective diuretic...’ 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 


on long-term therapy. 


Ran rar 


Naturetin Na 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
c K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 


benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 


Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 


Therap. Res. 2:92 (Mar.) 1960. 
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tiumethiazide with Potassium Cnioride 
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low-back patient 
back on the 


payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— 


The muscle relaxant with an independent pain-relieving action and fast! 
HOW SOMA HELPS: Soma provides direct pain relief 


® while it relaxes muscle spasm. 
YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


(carisoprodol, Wallace) Soma is notably safe. Side effects are rare. Drow- 


i Wallace Laboratories, Cranbury, New Jersey siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. UsuAL DosaGE: 


1 TABLET Q.I.D. 
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NEW 
isocioz 


0 relieve both nasal 


oc 


upper respiratory congestion 
bronchial congestion 


TABLETS AND SYRUP 


relieves both 


eoffectiwe because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 

e fast... clears air passages in 10-20 minutes. Relieves stuffiness, 
swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 

esate ... Laboratory studies reveal little effect on CNS or pressor 
stimulation.? Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 


TABLETS AND SYRUP for adults and children .. . 

COMPOSITION: Per tablet Per 5 mi. syrup 

Chlorpheniramine maleate tie 2 mg. ARNAR-STONE 
d-lsoephedrine HCI Lae 12.5 mg. 

DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: Laboratories, Inc. 


3-6 yrs. % tsp. tid.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. ti.d. Mt Prospect Illinois 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. : 
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TUCKER HOSPITAL, Inc. 


212 West Franklin Street 


Richmond, Virginia 
A private hospital for diagnosis and treatment of psychiatric and 
neurological patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. GEORGE S. FULTZ 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, III, M.D. 
James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consultant) 


Don Phillips 
Administrator 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
B. B. Young, M.D. Pierce D. Nelson, M.D. 
Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 
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RELIEVE ALL 
COMMON 
COLD 

ONCE 


WITH 


‘EMPRAZIL 


THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 
antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion—due to common colds, flu or grippe— 
without gastric irritation. 
Dosage: Adults and older children — One or two tablets 
t.i.d. as required. Children 6 to 12 years of age—One 
tablet t.i.d. as required. 
Supplied: Bottles of 100 or 1000 
Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chlorcyclizine Hydrochloride . . 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 

BURROUGHS WELLCOME & CO. Caffeine 

(U.S.A.) INC., Tuckahoe, N. Y. Complete literature available on request. 
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for acute 


Te upper respiratory infections 
C rex< capsules 


The Original Tetracycline Phosphate Complex U.S, PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules —tetracycline phosphate 
complex ~ each equivalent to 250 mg. tetracycline HCI 


activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, syracuse, NEW YORK \( BRISTOL TETREX Syrup tetracycline (ammonium polyphosphate 
buffered) syrupequivalent to 125 mg. tetracycline HC! 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 


Div. of Bristol-Myers Co. 
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True S-U-S-TAIN-E-D Action 
in Steroid Therapy 


Only 


2 Pelsules 
Daily 


Maintenance Dose 


= Better therapeutic response 
@ Reduced daily dosage 
m@ Fewer side effects 


= Greater safety, convenience 
and economy 


the benefits of steroi therapy 
are enhanced by sustained relea 


PREDLON 


ee diseases, an 


Uvallable | in bottles: 
of 30 and 100 Pelsules. 


* trademark for timed disintegration capsules 
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Bone section: erosion 
and purulent exudate 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 


staphylococci. Right from 


the start, prescribing it gives 


you a high degree of 
assurance of obtaining the 
desired anti-infective action 


in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 


equivalent to 250 mg. 
tetracycline hydrochloride, 


and 125 mg. Albamycin,* 
as novobiocin sodium, in 


bottles of 16 and 100. 


“Trademark, Reg. U. S. Pat. Off. 


The Upjohn Company 


Kalamazoo, Michigan 


Upjohn 


analba 


your broad-spectrum 
antibiotic of first resort 
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For Prevention and Reversal of 


CARDIAG ARREST 


The Birtcher Mobile Cardiac Monitoring 


+ and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
ng in wong with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 
“The House of Friendly and Dependable Service” 
706 TUCKER ST. 


TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 
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all 
whenever 
thereislocal 
swelling/pain... 
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STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal"’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery —put comfort in con’.iescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


@ In treating refractory, chronic conditions, ® Precautions: VARIDASE has no adverse 
VARIDASE therapy gives added impetus to effect on normal blood clotting. Care should be 
recovery. In common, self-limiting conditions, taken in patients on anticoagulants or with a defi- 
VARIDASE provides an easier convalescence cient coagulation mechanism. When infection is 
with faster return to constructive living. This present, VARIDASE Buccal Tablets should be 
can be of major importance even to the pa- given in conjunction with antibiotics. 
tient with a “minor” condition.®¢ VARIDASE °® Dosage: One buccal tablet four times daily 
Buccal Tablets are indicated to control in- usually for five days. To fac eee absorption, 
fl ‘cal patient should delay swallowing saliva. 
ammation following trauma or surgica’ e Supplied: Each tablet contains 10,000 Units 
procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York LE> 
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Tranco 


acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 


Trancoprin 
interrupts 
the pain cycle 
at 3 points 


rin 


Tablets 
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| 
ad 
: 


a broad spectrum 
non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm!* 
and quiets the psyche.?*>:7 

The effectiveness of Trancoprin has been demonstrated clinically® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,’ Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “.. . will 
prove a valuable and safe drug for the industrial physician.’”” 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.*° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Supp! 

Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal” brand]. Bottles of 100 and 1000. 


T FANCOPLFIL Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|()nthiop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 1518M 
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resistant 
staphylococci 
among 
outpatients 
emerge 


frequently 
disappear 


more 
readily 
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chloramphenicol, Parke-Davis 


CHLOROMYCETIN 


. “Resistance to chloramphenicol was surprisingly infre- 
: quent (0-5%)” among strains of staphylococci isolated 

from outpatients over a 5-year period. It was impressive 
2 to note that less than 6% of 310 strains isolated from 
i. patients treated in the emergency room were resistant to 
* CHLOROMYCETIN. Moreover, it would appear “...that 
chloramphenicol-resistant staphylococci disappear 
more readily after leaving the hospital environment.”} 


Goslings and Biichli? report that “... resistance was lost 
entirely after 3 months...” in the small percentage of 
patients who carried staphylococcal strains resistant to 
. CHLOROMYCETIN. Numerous other investigators con- 
: cur in the observation that staphylococcal resistance to 
CHLOROMYCETIN is of a low order.°-® 


:: CHLOROMYCETIN (chloramphenicol, Parke-Davis) is avail- 
: able in various forms, including Kapseals® of 250 mg., in 
bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, be- 
- cause certain blood dyscrasias have been associated with its 
: administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, 
a adequate blood studies should be made when the patient 
: requires prolonged or intermittent therapy. 


References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173:475, 1960. (2) Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 
102:691, 1958. (3) Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. 
a (4) Fisher, M. W.: Arch. Int. Med. 105:413, 1960. (5) Petersdorf, R. G., 
et al.: Arch. Int. Med. 105:398, 1960, (6) Glas, W. W., in Symposium on 
Antibacterial Therapy, Michigan & Wayne County Acad. Gen. Pract., 
Detroit, September 12, 1959, p. 7. (7) Modarress, Y.; Ryan, R. J., & 
7 Francis, Sr. C. F: J. M. Soc. New Jersey 57:168, 1960. (8) Rebhan, A. W,, 
i & Edwards, H. E.: Canad. M. A. J. 82:513, 1960. 


IN VITRO SENSITIVITY OF COAGULASE- POSITIVE 
STAPHYLOCOCCI TO CHLOROMYCETIN 
FROM 1955 TO 1959* 


1956 


1957 


1958 


1959 95% 


These sensitivity tests were done by the disc method on 310 strains of 
a. coagulase-positive staprylococci. Strains were isolated from patients seen 
“a in the emergency room. It should be noted that among inpatients, resistant 
strains were considerably more prevalent. 


*Adapted from Bauer, Perry, & Kirby* 10260 


PARKE-DAVIS 


7 PARKE. DAVIS & COMPANY - DETROIT 32. MICHIGAN 


100% 
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CONTROL WHEN IT 
IS VITALLY NEEDED: 
THORAZINE® INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidance and counselling. 


‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


Smith Kline & French Laboratories 
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